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ABSTRACT
General Practitioners are in a unique position to detect and manage patients with
comorbid mental health and substance use disorders (dual diagnosis). It has been
estimated that over 3 0 % of patients presenting to general practice have a diagnosable
mental disorder and 1 2 % have dual diagnosis. Unfortunately, between 3 0 - 5 0 % of
these problems go undetected in general practice. Limited G P education and training
in mental health m a y account for this deficit. Recognising that general practice is
central to mental health care in Australia there has been a surge in mental health
training available to GPs. Research has demonstrated that training improves G P s
effectiveness in the diagnosis and management of patients with mental health and
substance use conditions. However, few studies have examined the impact of more
novel modes of training such as online and C D training resources. Furthermore no
research has explored factors that are likely to influence G P s uptake of these
innovative educational resources. The present study draws on research from the
organisational sector that has been more advanced in identifying factors that influence
the transfer of training to the work environment.

Prior to the development of an educational resource for GPs there was a need to
establish baseline estimates of G P treatment practices with patients w h o have dual
diagnosis. T w o G P division-wide surveys of screening, assessment and treatment for
dual diagnosis were conducted one year apart. In addition, five G P s conducted a
clinical audit of 508 patient consultations. Self-estimates by G P s from the Divisionwide survey indicated that, on average, G P s considered that 1 3 % of their patients have
a dual diagnosis. Survey results also indicated that 4 4 % of G P s indicated they
"regularly" or "almost always" treated patients with dual diagnosis. However, only
1 7 % of G P s at least "regularly" used screening devices for assessment. The clinical
audit found 2 9 % of patients had received treatment for depression, 2 5 % were treated
for anxiety and 9 % were treated for substance abuse. In total, 3 4 % had received
previous treatment for at least one of these disorders and 23%) had previously been
treated for more than one of these conditions. Comparisons over time suggested
without ongoing targeted interventions, patient management activities such as G P
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counselling, use of screening devices, referral to specialist services, coordination and
use of E P C items are not likely to improve and are at risk of declining.

Study two involved adapting components from the model of Integrative Theory
of Training Motivation drawn from organisational psychology and using it to help
predict G P s use of a dual diagnosis C D training resource in practice. The study
explored the extent that self-efficacy, valence, motivation to learn and intentions to
transfer predicted uptake of the C D training resource. The dual diagnosis C D was
introduced to 56 G P s across seven workshops. Participants completed pre and post
training questionnaires, received copies of the C D and were followed up 5 weeks after
training to determine their use of the C D resource. Results showed that self-efficacy,
valence, motivation to learn, post-training self-efficacy and intentions to transfer were
all positively related but they did not predict G P s use of the dual diagnosis C D
training resource. The training context, small sample, measurement issues and
associated limited power m a y have contributed to aspects of the model not being
confirmed. Anecdotal findings suggest that more consideration needs to be given to
barriers to uptake such as, time availability and environmental cues to C D utilisation.

As use of novel training mediums such as online and CD resources increase,
further work in identifying additional factors that support their uptake need to be
investigated. Future research will aim to address these barriers and further examine
uptake and immediate learning outcomes of training programs utilising this resource.
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CHAPTER ONE
OVERVIEW
Chapter Two reviews research on the prevalence of mental illness and dual diagnosis,
as well as G P s detection rates and training in relation to mental illness and dual
diagnosis. Chapter Three details the methodology, sample, measures and procedures
used in Study One. T o establish baseline estimates for G P s detection and management
of patients with a dual diagnosis two division-wide surveys of screening, assessment
and treatment for dual diagnosis were implemented 2-years apart along with a clinical
audit of 508 patients. Chapter Four presents the results of Study O n e outlining G P s
rates of detection and treatment of patients with a dual diagnosis. Chapter Five
discusses the results of Study O n e concluding that G P s practice in caring for patients
with a dual diagnosis is at risk of declining without targeted interventions. The
limitations of the study and opportunities for promoting better care are discussed
along with the implications of the data in facilitating the design of a dual diagnosis
education resource for GPs.

Chapter Six reviews the literature on GP training in mental health and factors that
influence training motivation and the transfer of training to practice. A conceptual
model of the Integrative Theory of Training Motivation, drawn from organisational
psychology is described. Hypothesis on the relationships between factors within this
model and their influence on the uptake of a C D training resource for G P s are
proposed. Chapter Seven describes the methodology used to test the hypothesis that
includes the delivery of G P training workshops and use of pre and post training
questionnaires. Chapter Eight describes the results of Study T w o , first reporting the
representatives of the G P sample followed by a series of regression analysis
undertaken to examine the relationship between pre and post training variables of the
model and the influence these factors have G P s use of C D dual diagnosis training
resource. Chapter

Nine

discusses the training context, small sample size,

measurement issues and associated limited power as contributing to aspects of the
model not being confirmed. Suggestions for future research to consider measurement
issues and barriers to uptake such as time are made. Chapter Ten draws together the

l

findings of Study O n e and Study T w o summarising the contribution these studies
have m a d e to the literature on G P training in mental health.

CHAPTER TWO
STUDY ONE: INTRODUCTION
ISSUES OF DEFINITION

Dual Diagnosis
The term 'dual diagnosis' and 'comorbidity' are interchangeably used to describe the
simultaneous occurrence of two disorders, characteristically psychiatric disorders.
Dual Diagnosis is the c o m m o n term used to describe the coexistence of a mental
health and substance use disorder ( A D C A , 2000; Brady, Hiam, Saemann & Humbert,
1996; Lindsay and McDermott, 2000; Rassool, 2002). This is generally referred to as
heterotypic comorbidity because it is the co-occurrence of different classes of mental
disorders (Angold et al., 1999 cited by Hall, Lynskey, & Teeson, 2000). In the context
of the current studies dual diagnosis refers specifically to the conditions of depression
or anxiety in combination with substance abuse problems. The project had a focus on
depression and anxiety because they are among the most c o m m o n mental health
conditions found in General Practice (Biro, Deane &Wilson, 2002; Ellen et al, 1998;
Hickie, 1999; Hickie et al., 2001).

GENERAL PRACTITIONERS' DETECTION AND MANAGEMENT OF PATIENTS WITH A
DUAL DIAGNOSIS: IMPLICATIONS FOR EDUCATION AND TRAINING.

Prevalence of Dual Diagnosis
General Practitioners are the most consulted health care professionals for people with
alcohol and drug use disorders (Teeson, Dietrich, Degenhardt, Lynskey, & Beard,
2002) and are the first and only point of contact for m a n y people with mental health
disorders (Hickie et al., 2001a). O n e third of patients presenting to general practice
are likely to have a diagnosable mental health disorder (Andrews, Hall, Teeson

&

Henderson, 1999). Based on prevalence rates in the community it is expected that
approximately 8 % of patients presenting to general practice will have a substance use
disorder (Hall, Teeson, Lynskey & Degenhardt, 1999; Teeson et al., 2002). However,
it has been suggested that actual rates are m u c h higher and that this is probably an
underestimate (Jacka, Clode, Patterson & W y m a n , 1999). For example, a cross
sectional audit of Australian general practices revealed dual diagnosis (any mental
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disorder and any substance misuse) was present in 1 2 % of the patient sample (Hickie,
Koschera, Davenport, Naismith, &

Scott, 2001b). This study found the overall

prevalence of mental disorders and/or alcohol or other substance misuse in general
practice was 5 6 % (Hickie at al., 2001b). A n overview of research estimates the cooccurrence of mental health and substance use conditions in the community to be
somewhere between 3 0 % and 8 0 % ( N S W Health, 2000a).

The Epidemiologic Catchment Area (ECA) study conducted in the US reported
that one third of people with a mental disorder had experienced a substance use
disorder, in contrast to 5 0 % with drug disorder diagnosis and 3 7 % with an alcohol
disorder diagnosis having experienced another mental disorder (Regier et al., 1990).
While those with more acute disorders attained the highest rates of comorbidity with
substance abuse, affective and anxiety disorders still showed comorbidity rates of
3 2 % and 2 4 % respectively (Regier et al., 1994). This is concerning given that
conditions of depression and anxiety are highly prevalent within the community
making their contribution to the total prevalence of comorbidity greater.

In Australia research on depression and anxiety comorbid with alcohol and other
drug use found that 3 5 % of the samples with drug dependence meet the lifetime
criteria for a m o o d disorder and 4 5 % meet the criteria for an anxiety disorder
(Merikangas et al., 1998). In comparison Teeson et al. (2002) reported affective and
anxiety disorders to be more highly prevalent among those with alcohol use disorder
(47.7%>) and drug use disorder (52%). The National Survey of Mental Health and
Wellbeing used a larger sample size of 10 641 and estimated that one in four persons
with an affective, anxiety or substance use disorder also had at least one other mental
disorder (Andrews et al., 1999).

Rates of Detection
In most cases, individuals with mild to moderate comorbid mental health and
substance use disorders access General Practitioners (GPs) as their primary care
provider ( N S W Health, 2000b). Depression and Anxiety are among the most c o m m o n
mental health conditions found in General Practice (Biro et al., 2002; Ellen, N o r m a n
& Burrows, 1998). However, while some G P s detect mental health, substance use and
dual disorders well, research suggests G P s are inconsistent in their detection and
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management of these conditions (Hickie et al., 2001; Kavanagh, 2000; Kavanagh et
al., 2000; Kessler, Bennewith, Lewis & Sharp, 2002; M c C a b e & Holmwood, 2002;
Mathers, Vos, Stevenson & Begg 2000).

For conditions such as depression and

anxiety, at least half of cases are reported to go unrecognised in general practice
(Ellen, N o r m a n & Burrows, 1998; Hall & Farrell, 1997; Hickie at al, 2001). In an
Australian study of 43,247 patients attending General Practice, just under 5 0 % were
classified as having a c o m m o n mental disorder, and of those approximately half went
unrecognised by the G P (Hickie et al., 2001). A more recent study suggests that the
non-detection rate for depression and anxiety is more likely to be 3 6 % because
detection rates increase as the number of consultations increases (Kessler et al., 2002).
The study found that 4 9 % of patients were not diagnosed with depression or anxiety
at a single consultation but 6 1 % were diagnosed in subsequent consultations (Kessler
et al., 2002). G P s also have lower than expected rates of detection and treatment of
alcohol and other drug problems (Duffy & MacDougall, 2001; Farmer & Greenwood,
2001; Whelan, 2002) and are generally unwilling to explore the presence of dual
disorders (Allwell, Goldsmith, Osborne & Rolfe, 2002; M c C a b e & Holmwood, 2002).
The majority of G P s in a recent Australian sample, failed to detect and intervene with
almost 90%) of patients w h o presented with substance used related problems (Fucito,
Gomes, Murnion & Haber, 2003).

GP TRAINING IN THE DETECTION AND MANAGEMENT OF MENTAL HEALTH

DISORDERS.

It has been suggested that insufficient education and training for GPs on mental health
and substance use disorders contribute to poor detection and management of dual
diagnosis in general practice settings (Kaner et al., 2001; M c A v o y , 2001; M c C a b e &
Holmwood, 2002; Piterman, Blashki & Liaw, 1997). Research across thirteen
countries including Australia found approximately one third of G P s reported receiving
no alcohol-related continuing medical education and just under one third received less
than four hours of education on alcohol (Kaner et al., 2001).

In a survey of 420 GPs from 52 Divisions of General Practice across Australia it
was found that only 8.3% had formal post-graduate mental health qualifications, with
43.6% indicating they had completed some mental health training in the prior five
years (Richards, Ryan, McCabe, G r o o m & Hickie, 2003).

Those G P s w h o had
5

undertaken

some

specific mental health education more

often used non-

pharmacological treatments. Not surprisingly, those G P s without mental health
training more often identified incomplete knowledge about depression as a barrier to
its effective management. In the same study over the previous 12 months, 4 2 %
indicated they had received 5 hours or less of mental health training, and 7 % had
received no training about depression and anxiety (Richards et al., 2003).

Despite the barriers to initial detection, several studies have demonstrated that
GPs, once they have detected are effective in the management of patients with mental
health or substance use problems (Bien, Miller & Tonigan, 1993; D o wrick & Buchan,
1995; Fleming, Barry, Manwell, Johnson &

London, 1997; Holmwood, 2002;

Piterman, Blashki & Liaw, 1997; Wilson, Watson & Ralston, 1994). Patients with
mental health disorders w h o are identified or treated by their G P s show greater
improvement in their conditions (Piterman et al., 1997). Patients undertaking
antidepressant treatment and counselling in general practice showing greater
improvement in their conditions (Dowrick &, Buchjan, 1995). Patients w h o disclose
psychological concerns to their G P demonstrate a reduction in the duration and
severity of the condition (Dowrick & Buchan citing Johnstone & Goldberg, 1976).

Professional development activities in the area of mental illness have been
demonstrated to be effective in improving both G P s diagnostic and management skills
in relation to patients with mental health conditions (Gask & Goldberg, 1993; Hodges
et al, 2001; Naismith et al., 2001; Pfaff, Acres & McKelvey 2001). G P s w h o
participated in a group training session on problem based interviewing w h e n
compared with untrained G P s were significantly better at detecting patients'
problems, give more advice and information about the side effects of drags and record
more information in their case notes (Gask & Goldberg, 1993). The S P H E R E training
program involves four seminars of 3 hours duration and focuses on detection and
treatment of depression (Naismith et al., 2001). G P s undertaking the S P H E R E
training program demonstrated an increased rate of diagnosing depression and greater
confidence in the delivery of mental health treatments post training (Naismith et al.,
2001). Pfaff and colleagues (2001) examined G P s ability to recognise and respond to
psychological distress and suicide in young people and reported that after one-day
training program G P s showed increased recognition of psychological distress (40-
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48%>) and patients at risk of suicide (130%) while inquiry into suicidal ideation
increased by 3 3 % . Unfortunately, training did not impact the w a y these patients were
managed (Pfaff et al., 2001). Other research has demonstrated that education
programs such as seminars and lectures do not always lead to changes in clinical
practice and improvement in the detection and management of psychological distress
(Davis et al., 1999; Hodges et al., 2001; Thompson et al., 2000). Research in this area
suggests that the method by which C P D activities are delivered have been implicated
as a reason w h y some studies have failed to impact on behaviour change (Blashki et
al., 2003; Davis et al., 1995; 1999; Hodges, Inch & Silver, 2001; Thompson et al.,
2000). For example, more interactive methods are shown to be more effective than
more didactic methods (Davis et al., 1995). Lectures and seminars often the
mainstream of continuing professional development and it is of interest whether in
fact these approaches are effective (Blashki et al., 2003; Davis et al., 1995; 1999;
Thompson et al., 2000).

For substance use disorders, well trained GPs are successful in delivering
substance-related treatment interventions such as detoxification and methadone
maintenance as well as being instrumental in altering the consumption patterns of
non-dependent drinkers (Bien et al., 1993; Dowrick & Buchan, 1995; Fleming et al.,
1997; Holmwood, 2002; Roche, Hotham, & Richmond, 2002; Wilson et al., 1994).
Methadone maintenance programs implemented by G P s have resulted in patient
adherence to the treatment programs, reduced rate of opiate use and lower rates of
criminal convictions and time spent in prison (Allwell et al., 2001; Wilson et al.,
1994). In the treatment of alcohol use advice offered by doctors can contributed to a
decrease in alcohol consumption and hospital visits by patients (Roche et al., 2002).
Despite the promising findings about G P s ability to manage substance use and mental
health disorders, the effectiveness of G P management of dual disorders is relatively
unexplored.

GPs are likely to frequently encounter patients with a dual diagnosis with a
spectrum of disorder severity that is m u c h broader than in specialty services ( N S W
Health 2001b). For this reason the long-term management of these conditions in
general practice is considered viable particularly through brief interventions and good
coordination with secondary care providers (McCabe & Holmwood, 2002). The role
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of a general practitioner in relation to patients with a dual diagnosis is considered to
involve early detection, brief interventions, care coordination with other service
providers and long term monitoring and follow-up (McCabe & H o l m w o o d , 2002).
The work of M c C a b e and H o l m w o o d (2002) is only descriptive and highlights that
there is little empirical evidence about the outcomes of G P management of patients
with a dual diagnosis.

While there is clearly a role for GPs in caring for patients with a dual diagnosis
there is little data regarding h o w G P s currently identify and manage it. The Australian
Commonwealth Department of Health and Ageing funded the Illawarra Division of
General Practice to develop a G P resource related to the identification, assessment and
management of dual diagnosis. Prior to development and implementation of the
resource there was a need to better understand current practices of G P s in managing
dual diagnosis.

STUDY ONE: AIMS AND OBJECTIVES
Study One aimed to establish baseline estimates of screening, assessment and
treatment for dual diagnosis. Specifically, the present study aimed to obtain G P selfreports of the frequency with which they screen, assess and treat dual diagnosis. In
addition, it aimed to assess the frequency with which dual diagnosis was identified in
actual practice using clinical audit procedures. The self-report survey was used to
collect data sets at two time points, one year apart. This was considered desirable in
order to establish the stability of baseline rates prior to implementing any educational
program. There had been a number of mental health initiatives involving G P s in the
regions under study (Biro, Deane & Wilson 2002; Posner & Abello, 2003). Although
the initiatives did not provide a specific focus on anxiety, depression and/or substance
abuse, there w a s the possibility that they m a y have heightened awareness of mental
health difficulties in general practice. Thus, there was a need to determine whether
attitudes, confidence and practice related to the dual diagnosis remained stable.
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CHAPTER THREE
STUDY ONE: M E T H O D

PARTICIPANTS

The first survey involved 148 (53.4%) of 305 G P s w h o responded to the Illawarra and
Shoalhaven Division of General Practice survey. Seventy-one percent of respondents
were male. Thirty-four percent of respondents fell within the 25 to 44 year age group,
3 0 % in the 45 to 54 year group and 3 6 % were 55 years of age or over. Seventy nine
percent were in full time practice. The second Illawarra and Shoalhaven Divisions
Annual Survey in 2002, was mailed to 326 G P s of which 114 (35%) responded.
Unfortunately, demographic characteristics were not requested in the second survey,
thus comparisons between the 2001 and 2002 samples on demographic characteristics
were not possible. However, there was no significant difference in the proportions of
respondents from each Division between the 2001 and 2002 surveys, X (n = 262, df=
1) 1.22, p > .05. The smaller and more rural Shoalhaven Division accounted for 2 1 %
of the total respondents across both surveys.

The five GPs who completed the clinical audit ranged in age from 35 to 55 years
and 3 were male. The clinical audit provided data for 508 patients. Four G P s provided
data for 100 patients each while a fifth G P provided data for 108 patients. O f these
patients, 95%> were regular attendees of the G P , 6 4 % of patients were female, 8 6 %
were born in Australia and English was the first language used at h o m e by 9 6 % of the
patient sample. Further details of patient characteristics are reported in the results
section.

MEASURES

Items generated for the G P completed survey and clinical audit forms were generated
for the purposes of this study but were similar to items used by other studies (Biro, et
al., 2002; Pfaff et al., 2001). The survey and the clinical audit tool were developed
specifically for this study because at the time of the study there were no existing tools
specific to G P s management of patients with a dual diagnosis. Further, clinical audit
was used because it provides another "real time" and case-by-case sample of clinician
behaviour as opposed to general estimates provided by G P self report.
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Annual Survey Questionnaire
Items submitted in the 2001 annual survey measured both G P s self-reported practice
and their confidence in the assessment, treatment and management of patients with a
dual diagnosis. Respondents were asked to indicate on a 5-point Likert scale (0 =
Almost never, 4 = Almost Always) the frequency with which they that engaged in
specific behaviours in caring for patients with a dual diagnosis (see Appendix A ) .
The items covered the use of screening tools, counselling, utilising other health
professionals, case coordination role and use of Enhanced Primary Care (EPC) items.
A n example of a question used to measure GPs' practice in caring for a patient with
dual diagnosis was "I provide counselling for patients who have both mental health
and substance abuse problems ".

GPs were also asked to rate their confidence in conducting various activities
related to the management of dual diagnosis. Each item was rated on a 4-point Likert
scale (1 = Not at all confident, 4 = Very confident). Activities included identification,
assessment, counselling, referral, case management and treating physical health needs.
The confidence items were only provided in the 2001 survey, whereas the frequency
of specific behaviours was included in both 2001 and 2002 surveys for comparison
purposes.

Clinical Audit
The clinical audit tool (see Appendix B ) was to be completed for each patient
attending for a G P medical consultation. It aimed to measure GPs' behaviour in the
identification, management and referral of patients with single and comorbid mental
disorders (e.g., "Didyou use a screening question to determine the presence of... ") to
which G P participants were required to indicate a "Yes" or " N o " response for (a)
Depression, (b) Anxiety and (c) Substance use. Items on the audit checklist included
patient background data (gender, age, existing patient of G P ) , whether the G P asked
about specific problems (e.g., screen for depression, anxiety and substance abuse),
assesses patients' readiness to change (e.g., not interested, actively changing
behaviour) and offered treatments (e.g., psychological, pharmacological). The
checklist also asked G P s to report whether they used any government-sponsored
initiatives such as Enhanced Primary Care (EPC) items (plans or conferences) or a 310

Step Mental Health Process to support them in being more effective in caring for
patients with mental health and/or substance use disorders.

EPC items such as care plans and case conferences were generated by the
Commonwealth to advance the quality of care given to patients with two or more
complex and chronic conditions (such as dual diagnosis). The items encourage
collaboration with other service providers by remunerating such practice (Royal
Australian College of General Practice, 2000). The 3-Step Mental Health Process
forms the foundation of the Better Outcomes in Mental Health Care Initiative funded
by the Commonwealth to support G P s in providing quality care to patients with
mental health disorders (Australian Divisions of General Practice, 2003). The 3-Step
Mental Health Process provides remuneration to G P s for providing care for these
patients through assessment and through provision and review of a mental health plan.

PROCEDURE

In 2001, as part of the annual Division-wide survey, questionnaires were mailed in
postage paid return envelopes to all G P members of the Illawarra (urban) (n = 219)
and Shoalhaven (rural) (n = 86) Divisions of General Practice (total n = 305). In 2002,
a second survey with a number of identical items was sent to G P s (total n = 326) in a
Division-wide survey. A s responses were anonymous, 2001 and 2002 data could not
be matched. The surveys involved a relatively brief measure and a broad screening
approach so as to minimise demands on GPs. Divisions of General Practice were
used to access G P s samples because they are primarily tasked with providing ongoing
professional development and support for G P s in Australia. In addition, the Illawarra
and Shoalhaven Divisions were specifically used because they had received funding
to develop, implement, and evaluate the interactive dual diagnosis training resource.

Five GPs participated in a clinical audit that was advertised to 326 GPs as a
continuing professional development activity in 2003. Clinical audits are procedures
allowing participants to compare their practice with an accepted standard and to
develop ways to modify their practice where necessary (Clearihan et al., 2001). A s
part of the audit each G P was required to review 100 consecutive patient consultations
involving patients aged 18 yrs and over. This provided a more detailed review of
practice, but with a smaller number of GPs. All phases of the research received ethical
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review and approval from the University of Wollongong H u m a n Research Ethics
Committee. Participating G P s completed a consent form (see Appendix C ) and
received an information sheet on the purpose of the research (see Appendix D ) The
clinical audit process involved practice staff providing an information sheet (see
Appendix E ) and consent form (see Appendix F) to patients immediately prior to their
consultation with their General Practitioner. These forms stated that the G P was
undertaking a Quality Assurance activity to help improve the services provided to
patients, particularly about improving the identification and management of mental
health or substance use problems. Patients were told that as part of this Quality
Assurance activity, after their visit, the G P would complete a brief checklist about the
patient and the consultation. Practice staff collected consent forms from patients
placing them along with an audit form in the patient's file for the G P to complete
immediately after the consultation. Information on the number of patients w h o refused
to participate was not collected. Practice staff were responsible for collecting the
audit forms and extracting them from patients' medical records. These were then
posted to the Division of General Practice where data was entered into S P S S for
analysis. Analysis involved checking assumptions, normality, extreme outliers and
missing data. The analysis also involved assessing means and standard deviations and
using independent group t-tests to compare differences between groups.
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CHAPTER FOUR
STUDY ONE: RESULTS1

ANNUAL SURVEY

In the 2001 Division-wide survey, 4 4 % of G P s indicated they "regularly" or "almost
always" treated patients with dual diagnosis. However, only 1 7 % of G P s at least
"regularly" used screening devices for assessment while 4 2 % "regularly" provided
counselling to patients with Dual Diagnosis. Thirty-six percent of G P s indicated at
least "moderate" use of a network of mental health and D & A support professionals to
assist them in working with these patients. Only 2 6 % of G P s "regularly" took on a
coordinating role in treating Dual Diagnosis and only 5 % of G P s used E P C items in
their management of patients with Dual Diagnosis. Table 4.1 provides the means and
standard deviations for confidence items. The table shows that G P s reported low to
moderate confidence in the identification, assessment, referral and treatment of other
health needs for patients with a dual diagnosis. Participants seemed less confident
with counselling and case management for these patients.

1

A report on General Practitioners Identification and Management: Implications for Education and
Training was published by Marshall and Deane (2005) in Drug and Alcohol Review. See Appendix K
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Table 4.1. Means and Standard Deviations for 2001 Annual Survey dual diagnosis
confidence items

N

Mean

SD

Identification

142

2.92

.60

Assessment

141

2.72

.62

Counselling

141

2.55

.71

Referral

141

2.91

.80

Case Management

140

2.40

.73

Treating other health needs

131

2.87

.71

Confidence Items

Note. Rating scale 1 = Not confident at all 2 = Not very confident, 3 = Moderately confident,
4 = Very confident

In order to assess the relationship between overall confidence and items related to
frequency of actual practice, the m e a n of the six confidence items was calculated. The
median correlation between overall confidence and frequency of actual practice for
the various aspects of care was r - .34. This suggests a moderate relationship between
confidence and practice.

Comparison of 2001 and 2002 Division-wide surveys
Independent group t-tests were used in order to compare means and standard
deviations for those responding to the 2001 and 2002 surveys, as participants could
not be matched (Table 3.2). This m a y underestimate differences between years
because some G P s m a y have participated in both surveys. There were no significant
differences between the 2001 and 2002 groups in their inquiry about mental health
and substance abuse problems or in the extent that they reported undertaking a
coordination role in caring for patients with a dual diagnosis (ps > .05).

However, t-test results revealed that those surveyed in 2002 reported that they
were significantly less likely to provide counselling for patients with a dual diagnosis
than those G P s surveyed in 2001, ^(112) = -2.55, p < .05. G P s sampled in the 2002
survey were also significantly less likely to use screening devices than those from the
2001 survey, r(108) = -2.00,/? < .05.
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In addition, G P s surveyed in 2002 reported that they were significantly less likely
to utilise a network of mental health and drug and alcohol support professionals to
assist in working with dual diagnosis patients, t(\04) = -4.84,/? < .05, less likely to
use E P C items to manage patients with a dual diagnosis than those surveyed in 2001
r(95) = -2.01, p <.05. However, the uptake rate of E P C items for both groups was still
very low with 5 7 % and 6 5 % respectively endorsing "almost never" with regard to the
use of E P C items in the management of patients with a dual diagnosis. Self-estimates
by GPs from the 2002 Division-wide survey also indicated that, on average, GPs
considered that 1 3 % of their patients have a dual diagnosis

Table 4.2. Comparison of items from the 2001 and 2002 Illawarra and Shoalhaven
Divisions Annual Survey
2001
Item

N

Mean

2002
SD

N

Mean

SD

143

3.94

.79

114

3.81

.76

143

3.34

.97

113

3.11

.96*

Use screening devices to assess mental health and 145

2.49

1.05

109

2.30

.98*

145

3.12

1.02

105

2.63

1.05*

142

2.82

1.01

114

2.66

1.03

Use E P C items in managing patients with a dual 145

1.72

.94

96

1.54

.86*

Inquire into mental health and substance abuse
problems
Provide counselling for dual diagnosis patients

substance abuse problems
Use a network of mental health and drug and
alcohol support professionals to help in working
with dual diagnosis patients
Undertake a coordination role in caring for dual
diagnosis patients

diagnosis
Note. Rating scale 1 = Almost Never, 2 = Rarely, 3 = Occasionally, 4 = Regularly, 5 = Almost always.
* p < . 0 5 , all2-tailedtests.

CLINICAL AUDIT

O f the 508 participating patients, G P s recorded that they had previously inquired
about depression in 7 4 % of patients, anxiety in 7 1 % of patients and substance abuse
in 6 7 % of patients. In addition, 29%> of patients had received treatment for depression,
25%> were treated for anxiety and 9 % were treated for substance abuse. In total, 3 4 %
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had received previous treatment for at least one of these disorders and 2 3 % had
previously been treated for more than one of these conditions. Thirteen percent had
previously been referred to a specialist treatment service for one or more of these
conditions, with 11%> referred for depression, 1 0 % referred for anxiety, and 4 %
referred for substance abuse.

Screening and Detection
In relation to the current consultation for which care was sought, 8 6 % of patients
presented for medical reasons, 6 % for psychological, 7 % for mixed medical and
psychological problems and 1%> presented for other reasons. In 5 0 % (255/508) of all
cases G P s reported asking at least one mental health screening question, in 9 % of
cases they asked two screening questions and 3 2 % of patients were asked three
screening questions. The following analysis provides data for those cases where a
screening question was reported as being asked for at least one disorder. For these
cases, 3 8 % (91/255) indicated the possibility of at least one disorder, 1 1 % (29/255)
had two disorders and 5 % (12/255) had three disorders. O f the 237 w h o were
screened for depression, the screen indicated the possibility of depression for 61
(26%). O f the 209 screened for anxiety, the screen indicated the possibility of anxiety
for 53 (25%>). O f the 180 screened for substance abuse, the screen indicated the
possibility of substance abuse for 29 (16%>). A total of 91 different patients were
suspected of having at least one disorder, however, in only 7 % (6/91) of cases was
any checklist or assessment tool used.

Of the total patient sample of 508, 14% were judged in need of treatment for
depression, 1 2 % for anxiety and only 7 % of those audited were judged as in need for
treatment of substance abuse. Three percent were thought to have a dual diagnosis
requiring treatment involving substance abuse and either depression or anxiety.

Patient readiness to change
In preparing to support the treatment and management of a mental health and/or
substance abuse problem it is considered useful to assess h o w prepared the patient is
to address their problems. Table 3.3 includes data only for those patients identified by
G P s as having a disorder (missing data for these variables ranged from 3 % for
substance abuse and anxiety to 5 % for depression). The valid percentage of each
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readiness item that was endorsed by GPs for each patient across disorders is provided
in Table 3. This illustrates that most patients were aware of the problem or were
actively making change. A slightly higher percentage (13%>) of those with substance
abuse were rated as not interested in changing compared to those with depression
(6%) or anxiety (3%). Caution is needed in interpreting these findings in view of the
small sample sizes for some cells.
Table 4.3. Patients' readiness to change as indicted by General Practitioner
Depression

Anxiety

Substance Abuse

(n = 63)

(n = 58)

(n = 31)

Not assessed

(1) 1%

(5) 9%

(0) 0 %

Not interested in changing

(4) 6%

(2) 3 %

(4) 13%

(30) 48%

(20) 3 4 %

(13)42%

(8) 3%

(7) 1 2 %

(5) 16%

(20) 32%

(24)41%

(9) 2 9 %

Aware of problem
Decision to change
Actively making change

Treatment options
The treatment options provided by the five audited GPs showed relatively high rates
of pharmacological treatment for depression (77%) and anxiety (58%) but a low rate
for substance abuse (12%). There were consistently high rates of psychological
treatment provided by the GPs across all three disorders (range 5 8 % to 76%).
Similarly, for all disorders, between 3 3 % and 3 9 % were provided with treatment for
physical health.
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Table 4.4. Treatment options chosen for patients identified with depression, anxiety
or substance use disorders
Depression

Anxiety

Substance Abuse

(n = 63)

(n = 58)

(" = 31)

Pharmacological

77%

58%

12%

Psychological

76%

63%

58%

Physical health

33%

35%

39%

Referral to Mental

27%

20%

6%

1%

0%

15%

18%

18%

27%

Health Service
Referral Drug &
Alcohol Service
Referral Other

Note. Columns total to more than 1 0 0 % because more than one treatment could be endorsed.

Despite 6% of patients being eligible, there were no cases where GPs intended to use
an E P C care plan or case conference. Approximately 3 4 % of patients were eligible to
have a 3-Step Mental Health Process undertaken which would include a mental health
assessment, mental health plan and mental health review conducted over three
consultations but this was only offered by one G P for two patients. However, due to
the small sample size (n = 5) the findings are not representative particularly since the
use of E P C items is likely to be highly GP-idiosyncratic.
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CHAPTER FIVE
STUDY ONE: DISCUSSION

Comparison of the two Division-wide surveys reveals significant differences in their
practice of caring for patients with a dual diagnosis. This suggests that without
ongoing targeted interventions, the frequency of G P counselling, use of screening
devices, referral to specialist services, coordination and use of E P C items is not likely
to improve and is at risk of declining. In addition, the results of the Division-wide
surveys and those of the clinical audit raise the question of whether self-estimated and
actual identification rates of dual diagnosis in general practice m a y be different. Selfestimates by G P s from the Division-wide survey indicated that, on average, G P s
considered that 1 3 % of their patients have a dual diagnosis (comorbid mental health
and substance use disorders). This rate is similar to the 1 2 % rate reported in previous
studies (Hickie et al., 2001b).

T h e audit suggested lower than expected rates of

identification for any mental disorder and of dual diagnosis. Unfortunately, the low
number of participating G P s in the audit severely limits the ability to generalise from
thesefindings.Whilst questions about the relative accuracy of self-report versus audit
estimates remain to be answered, the low uptake rate of the audit is in itself m a y
impede further efforts to address this question.

A 1998 survey by the Royal Australian College of General Practitioners of 900
rural G P s found clinical audits were one of the least preferred learning strategies
amongst the G P s (Booth &

Lawrence, 2000). Similarly, in the U K despite

expectations of clinical audit in general practices since 1991 a survey of 428 practices
found 3 6 % had conducted an audit in the previous year but that 2 6 % expressed
negative views of clinical audits (Hearnshaw, Baker & Cooper, 1998). Even G P s w h o
agree to undertake mental health training in the management of c o m m o n mental
disorders are unlikely to go on and complete a subsequent audit (Naismith, Hickie,
Scott & Davenport, 2001). It has been suggested that those G P s w h o volunteer for an
audit m a y be at the high quality end of good practice (Stocks & Gunnell, 2000). It
could also be argued that the audit process itself m a y enhance practice by increasing
participating G P s ' awareness of the need to screen for mental health and substance
abuse disorders. Thus, the five G P s w h o participated in the audit might be biased
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toward best practice. Clearly, there is a need for a larger scale and more representative
audit to test this hypothesis.

A second caution is needed when considering the comparison between the 2001
and 2002 surveys, which w a s restricted by not being able to match respondents at both
time periods. Thus, the results probably included some respondents w h o completed
both 2001 and 2002 questionnaires and some w h o completed the survey items at only
one measurement point. The response rates for the surveys were also modest. Despite
these limitations, a conservative interpretation suggests that without targeted
educational interventions G P practice in assessing and treating dual diagnosis is
unlikely to improve. This is despite a range of other mental health initiatives being
introduced in the regions under study such as the Better Outcomes in Mental Health
Care Initiative (Australian Divisions of General Practice, 2003) and Illawarra Mental
Health Integration Projects (Posner & Abello, 2003).

Previous research suggests that identification rates based on a single consultation
are likely to underestimate actual identification rates over several consultations
(Kessler et al., 2002). G P s completing the audit indicated that they had previously
enquired about the disorders under study for between 6 7 % (substance abuse) and 7 4 %
(depression) of patients. These rates are considerably higher than the 50%> of current
consultations where at least one screening question was asked (i.e., for one of the
three disorders). However, it does suggest that the rate of screening for a disorder that
occurs in a particular consultation is likely dependent on whether previous screens
have already been conducted during earlier consultations. The proportion of those
presenting with a mental health problem, as the main reason for their general practice
consultation tends to be m u c h lower than the percentage found to have a diagnosable
mental disorder over the previous year (e.g., approximately 5 % versus 3 6 % ) (MaGPIe
Research Group, 2003). This latter finding m a y reflect patients' lack of awareness or
reluctance to divulge mental health difficulties but clearly adds to the need for G P s to
properly screen.

The present study also suggests several opportunities for promoting better
detection and assessment. Specifically, the surveys indicated consistently low use of
screening devices/measures and E P C items. These areas m a y need specific focus and
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ongoing support in future educational strategies. Alternatively, greater development of
the role of practice nurses in screening m a y be promoted (Deehan, Templeton, Taylor,
D u r m m o n d & Strang, 1998).

One of the aims of this research was to identify the rates that GPs identify, assess
and manage dual diagnosis. This data was sought in part to facilitate the design of an
educational resource to assist G P s with these functions. Based on these findings a C D
was developed to support G P learning in dual diagnosis (Illawarra Division of
General Practice 2003). Study two will aim to evaluate the uptake and immediate
learning outcomes from the training programs utilising this resource.
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CHAPTER SIX
INTRODUCTION: STUDY T W O

DUAL DIAGNOSIS TRAINING AND GENERAL PRACTITIONERS: FACTORS THAT
INFLUENCE TRAINING MOTIVATION AND THE TRANSFER OF TRAINING TO PRACTICE.

General Practitioner Training in Mental Health
General Practitioners (GP) are in a unique position to detect and manage patients with
comorbid mental health and substance use disorders (dual diagnosis) (McCabe &
Holmwood, 2002) with 3 0 % of patients presenting having a mental disorder
(Andrews, Teeson & Henderson, 1999) and 1 2 % a dual diagnosis (Hickie et al.,
2001b). Historically there have been barriers to delivery of quality mental health care
in General Practice due to inadequate mental health education and limited referral
pathways (McCabe & Holmwood, 2002). The Commonwealth Government have
responded to this deficit by funding a number of initiatives to support the pivotal role
GPs can play in addressing the mental health burden in Australia (Blashki, Hickie &
Davenport, 2003; Hickie et al, 1998). S P H E R E : A National Depression project
(Hickie et al., 1998) Better Outcomes in Mental Health Care ( B O i M H C ) initiative
(Australian Divisions of General Practice, 2003) and Better Access to Mental Health
Care ( R A C G P , 2006) are three such initiatives aimed to specifically support G P s to
intervene early and treat patients with mental health problems. These have come on
the back of research, which has demonstrated that G P s are inconsistent in their
detection and management of these conditions (Hickie et al., 2001; Kavanagh, 2000;
Kavanagh et al, 2000; Kessler, Bennewith, Lewis & Sharp, 2002; M c C a b e

&

Holmwood, 2002; Mathers, Vos, Stevenson & Begg 2000). S P H E R E , thefirstof
these initiatives to emerge provides G P s with access to training in the detection of
high prevalence conditions such as depression and anxiety (Hickie et al., 1998). The
B O i M H C initiative also addresses G P education and detection of high prevalence
mental health conditions by offering structured and systematic levels of training
(Australian Divisions of General Practice, 2003). In addition this initiative provides
appropriate remuneration for G P s to delivery of Focussed Psychological Strategies to
patients as well as providing G P s with support from psychiatrists and referral
pathways to allied health services (Australian Divisions of General Practice, 2003).
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The Better Access to Mental Health Care Initiative, the most recent of these initiatives
announced in 2006, aims to increase community access to general practitioners,
psychiatrists, clinical psychologists and other allied mental health professionals for
mental health care through Medicare items ( R A C G P , 2006). The n e w Medicare
services designed to promote a team approach to mental health care, where general
practitioners (GPs) are better supported to work with other professionals increasing
the availability of mental health care to the community.

Collectively these Commonwealth initiatives have brought with them a surge in
Continuing Professional Development ( C P D ) activities available to GPs in the
assessment and management of mental health and substance use disorders. C P D is a
specific term applied to the training of G P s and is means of helping practicing G P s
change behaviour towards more appropriate evidence-based practices ( R A C G P ,
2005). C P D activities in mental health have been delivered to G P s through a variety
of mediums including seminars and lectures, workshops, training sessions, case based
presentations, small group discussions, role-plays and more recently on-line and C D
based training resources (Hodges, Inch & Silver, 2001).

A survey of 420 GPs from 52 Divisions of General Practice across Australia
found that w h e n asked the methods by which they received training in depression and
anxiety, 83%> indicated they received this through reading journals or medical
newspapers with 5 0 % undertaking face-to-face training and 3 6 % using video/audio or
C D - R O M (Richards et al., 2004). Whilst face-to-face education was rated as the most
useful, 4 8 % of respondents rated Video/Audio, C D - R O M modes as "Quite" or "Very"
useful and only 1 5 % rated it as "Not at all" useful. This finding becomes important as
information technology (IT) is profoundly changing the accessibility of information to
General Practitioners, with n e w training mediums such as on-line and C D based
training courses emerging (Carlile & Sefton, 1998).

GPs seem generally accepting of computer-based learning (Liaw, Pearce &
Keppell, 2002; Thakurdas, Coster, Gurr & Arroll, 1996). A N e w Zealand study
investigating the attitudes towards and use of computers amongst a sample of 268
GPs, revealed 8 4 % of G P s indicated doctor education should be computerised and
delivered through means such as C D - R O M s or on-line resources (Thakurdas et al,
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1996). However, only a few G P s in the study (4%) actually engaged in computerised
education themselves and preferences were not m a d e in comparison with other means
of education delivery. Similarly, Liaw et al. (2002) found that G P s consider on-line
training programs as an appropriate means by which to deliver C P D with those
participating in web-based interactive learning describing it as breaking d o w n barriers
of distance allowing people to discuss learning without having to be in the same place.

While studies have examined GPs preference for these new modes of training few
have examined their impact on improving G P s attitudes, knowledge and actual care of
patients with mental health conditions. This is in contrast to the literature on other
training mediums such as workshops and seminars which have been found to be
effective in improving G P s diagnostic and management skills in relation to patients
with mental health and substance use conditions (Bien, Miller, & Tonigan, 1993;
Dowrick & Buchan, 1995; Fleming, Barry, Manwell, Johnson, & London, 1997; Gask
& Goldberg, 1993; Hodges et al., 2001; Naismith, Hickie, Scott, & Davenport, 2001;
Pfaff, Acres & McKelvey 2001; Roche, Hotham, & Richmond, 2002; Wilson,
Watson, & Ralston, 1994).

Gask and Goldberg (1993) trained GPs over one day in Problem-Based
Interviewing (PBI) and found trained G P s as compared with untrained G P s were
significantly better at detecting patients problems, gave more advice and information
about the side effects of drugs and recorded more information in their case notes.
Further to this Gask, Usherwood, Thompson and Williams (1998) moved from PBI to
a session role-play examination of G P s skills in the assessment and management of
depression and showed a significant improvement in their interviewing style and skills
in areas such as the negotiation of antidepressant medication, problem solving and
planning activities post-training, but no significant change in their use of cognitive
strategies. While doctors believed themselves to be more familiar with the concept of
major depression after training they were actually no more effective in carrying out a
systematic assessment. Like m a n y studies of G P education in mental health, the study
included a self-selected sample of G P s w h o acted as their o w n controls. Naismith et
al. (2001) in a more controlled trial demonstrated that the implementation of a 12hour skill-based training course, S P H E R E , increased G P s rate of mental illness
diagnosis and confidence in the delivery of treatments to this population of patients.
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The results revealed G P s w h o participated in all four seminars diagnosed more
patients with psychological distress and patients at risk of suicide than G P s w h o did
not participate in the training program. Participation in the training seminars also led
GPs to provide more mental health treatments and greater emphasis on nonpharmacological treatments (Naismith et al., 2001).

Other research in the training of GPs in mental health have focused less on the
behaviour change instead examining

and demonstrating positive changes in

participant's attitudes, knowledge and reactions, underpinned by the belief that gains
in knowledge and attitudes lead to improved performance (Davies et al, 1999).
However, these findings have not always been consistent. For example Dowrick and
Buchan (1999) examined G P s attitudes towards depression and concluded that G P s
perception of their ability to detect cases of depression bore no relationship to their
observed ability to identify the condition in their actual patients.

All these studies are somewhat limited in that GPs are not randomly selected or
assigned to specified groups. This is often difficult as G P participation in any training
workshops including those related to mental health is always voluntary. It could
argued that each study had somewhat biased samples in that those G P s w h o
volunteered to participate m a y have a pre-existing interest in the area of mental
health. All G P s would have been aware that their skills were being evaluated
increasing the possibility of bias in the evaluation as well as providing additional cues
for G P s to consider the presence of psychological distress.

Few studies in the area of mental health training of GPs have examined the
effectiveness of more novel modes of mental health training such as online training
courses and C D s in improving G P s attitudes and the care of patients with mental
health conditions. The only research that is available in this area has focused on
patients' use of computer based training resources and has demonstrated them as
useful tools to support patient education (Cooling, Kidd & Sloggett, 1997; Stromberg,
Ahlen, Fidlund, & Dahlstrom, 2002) and treatment (Proudfoot, 2004; Proudfoot et al.,
2003).
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The provision of high quality C D and on-line educational resources is flourishing.
However, the use of computer based training packages such as C D s as a formal
method of education delivery to G P s has yet to be systematically investigated. A n
increasing priority needs to be the investigation of the extent that Australian G P s are
prepared and accepting of these methods of providing continuing medical education
before examining its impact on attitude and behaviour change. M o r e specifically
research needs to examine factors that are likely to influence G P s uptake of such
educational resources, in an age where 9 5 % of G P s are computerised (Western et al.,
2003).

Factors that influence training motivation and the transfer of training to
practice.
Research in the organisational sector has been more advanced in identifying factors
that influence the transfer of training to the work environment and provide insight into
factors that m a y support G P s use of n e w modes of training in mental health (Burke,
1997; Colquitt, LePine & N o e , 2000; N o e 1986).

The organisational literature

provides a wealth of information on factors that m a y enhance and inhibit the
application of skills learnt in training to the working environment and provide insight
into factors that m a y impact on the uptake of C D and online based training resources
(Colquitt, et al., 2000; Foxson, 1993,1994; Gist, Schwoerer & Rosen, 1989; Quinones,
1995; Noe, 1986, N o e & Schmitt, 1986; Tannenbaum, Mathieu, Salas & CannonBowers, 1991). The transfer of training is complex and involves multiple factors and
influences, some of which are reflected in training design (Noe & Schmitt, 1986),
working environment (Ford, Quinones, Sego, &

Sorra, 1992) and individual

characteristics such as motivation (Colquitt et al., 2000). A number of researchers
have proposed models that depict a relationship between these factors and their
impact on training outcomes (Bruce, Tannenbaum & Kavanagh, 1995; Quinones,
1995; N o e & Schmitt, 1986). This is often referred to as training motivation, "the
direction, intensity and persistence of learning-directed behaviour in training
contexts" (Colquitt et al., 2000, p.678). Colquitt et al. (2000) undertook a metaanalytic summary of the literature, drawing on these models to propose an integrative
theory of training motivation, which examines h o w individual (e.g., self-efficacy,
valence) and situational characteristics (e.g., climate) relate to and influence training
motivation and ultimately training outcomes. The results of the study demonstrate the
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relationship between factors such as self-efficacy, valence, motivation to learn,
knowledge, skills, transfer and post-training job performance. Each of these factors
potentially add value to the other in determining w h e n training is likely to succeed
and transfer to the work environment. The Integrative Theory of Training Motivation
(Colquitt et al., 2000) provides a model for exploring the relationship between
mediating factors of the transfer process in the training of General Practitioners. It
also provides a framework for conceptualising factors that m a y mediate G P s transfer
of mental health training to the practice environment, including the use of n e w
technology.

Conceptual Model of Training Motivation
Figure 6.1 describes the model of Training Motivation driving this research,
identifying factors that have been shown to influence the transfer of training to
practice (Burke, 1997; Colquitt et al., 2000; N o e 1986). It describes a linear
relationship whereby factors distal to behaviour are influenced through more proximal
factors. For instance, the relationship between self-efficacy and valence significantly
predicts motivation to learn. Motivation to learn in turn mediates the impact these
factors have on post-training self-efficacy and self-efficacy inturn mediates the impact
of motivation to learn on intentions to transfer. Intentions to transfer is identified as
the strongest predictor of the transfer of training to practice (behaviour) but is
influenced by distal factors such as self-efficacy, valence, and motivation to learn and
in particular the most proximal factor, post-training self-efficacy.

The factors

included in the model were chosen on the basis of a review of the organizational
training literature and previous research findings on training motivation (Colquitt et
al, 2000; N o e , 1986; N o e & Wilk, 1993; & Quinones, 1995). The factors included in
the model were also selected based on their relevance to the training of general
practitioners and the likelihood they would predict G P behaviour, in this case the use
of a dual diagnosis C D . Research in the area of G P education has given little emphasis
to the role factors such as self-efficacy and motivation play and their impact on the
effectiveness of the training in transferring to practice.
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PRE-TRAINING FACTORS
OUTCOME

POST-TRAINING FACTORS

A
Motivation
to Learn

Post-training

• Self-efficacy

r

Intentions
to transfer

Behaviour
(CD uptake)

Valence

J V.
Figure 6.1.

Conceptual model of training motivation depicting factors predicted
to influence the transfer of training to practice adapted from Colquitt
et al (2000).

Self-efficacy
Research in the organisational sector has identified self-efficacy as one of the key pretraining factors associated with successful training outcomes (Colquitt, et al., 2000;
Foxson, 1993). Self-efficacy is the belief in one's ability to carry out actions required
for performance o n a future task (Bandura, 1977; Colquitt et al., 2000; Martocchio &
Judge, 1997). N o e (1986) initially recorded the impact of self-efficacy o n training
participant's motivation and following this, research has consistently s h o w n a positive
relationship between self-efficacy, motivation and training outcomes, despite a lack of
consistent measures across studies (Colquitt et al., 2000; Gist, Stevens & Bavetta,
1991;Quinones, 1995). Research using a predominantly university student samples
have found pre-training self-efficacy to be positively related to improvements in
training performance (Ford et al., 1992; Gist, Schwoerer & Rosen, 1989; Gist, Stevens
& Bavetta, 1991; T a n n e n b a u m et al, 1991), skill maintenance (Gist, Stevens &
Bavetta, 1991), the acquisition of computer skills (Gist et al., 1989) and the likelihood
that learners will use n e w technology (Hill, Smith & M a n n , 1987). Hill et al. (1987)
used a sample of 304 undergraduate psychology students and reported that selfefficacy in relation to computers (specific self-efficacy) w a s an important factor in
determining an individual's decision to use a computer. Furthermore, general selfefficacy affected student's decision to adopt a whole range of technologies (Hill et al,
1987).
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While research has found that improvements in self-efficacy will ensure better
facilitation of the transfer of training process it is thought to be partially mediated by
motivation to learn (Colquitt et al., 2000). Colquitt et al. (2000) reported that pretraining self-efficacy had a moderate relationship to training outcomes such as
improved knowledge but had a stronger relationship to motivation to learn. Selfefficacy is typically higher in those w h o participate in training (Tannenbaum et al.,
1991) and is not only an antecedent but also an important outcome of training that
increases the likelihood a person will apply what was learnt in training (Ford et al,
1992; Gist, 1989; Tannenbaum et al., 1991). Given these findings it is hard to ignore
the significant role self-efficacy plays in motivation and training outcomes and thus
those developing and implementing training would do well to focus on a means to
increase self-efficacy at the commencement of training (Colquitt et al., 2000)

A number of researchers have identified factors that enhance self-efficacy
(Mathieu, Martineau & Tannenbaum, 1993; Quinones, 1995). In a study of 163
undergraduate psychology students Quinones (1995) noted that a significant influence
on student's self-efficacy was h o w the training w a s framed. For example, training that
was framed as enhancing performance, (i.e. those assigned to advance training
classes) showed higher levels of self-efficacy than those that attended remedial classes
that weren't framed as enhancing performance. Mathieu et al. (1993) proposed that
antecedents of efficacy centre on individual and situational characteristics. In
delivering an introductory bowling course to university students, Mathieu et al (1993)
found that individual characteristics such as initial performance, achievement
motivation (predisposition for hard work) and trainee choice to attend course were
positively related to the development of self-efficacy.

Valence
Valence is "an individuals belief regarding desirability of an outcome obtained from
training" (Colquitt et al, 2000, p.680). Colquitt et al. (2000) reported valence to be a
stronger predictor of motivation to learn than pre-training self-efficacy and like selfefficacy to be moderately related to knowledge and skill acquisition. Typically those
with increased motivation levels value outcomes linked to learning (Colquitt &
Simmering, 1998).
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Motivation to learn
N o e (1986) proposed that mastering training content and training effectiveness is
considered to be in part a determinant of a participant's level of motivation.
Motivation to learn is defined as an individuals' desire to learn the content of training
activities (Noe & Schmitt, 1986). Motivation to learn significantly contributes to
training outcomes in terms of learning performance, training completion and enhances
the likelihood of participants developing positive attitudes (Baldwin & Magjuka,
1997; Colquitt et al., 2000; N o e & Schmitt, 1986; N o e & Wilk, 1993; Quinones,
1995; Tannerbaum et al., 1991). A s mentioned, while factors such as self-efficacy and
valence influence training outcomes research has demonstrated that this relationship is
mediated by motivation to learn (Colquitt et al., 2000; Mathieu et al., 1992;
Tannerbaum et al., 1991). Colquitt et al. (2000) in undertaking a meta-analytic path
analysis of training motivation concluded self-efficacy and valence were positively
related to motivation to learn and the relationship these individual factors had to
learning outcomes was partially mediated by motivation to learn. The model also
found that motivation to learn was a significant predictor of post-training selfefficacy, skill acquisition, motivation to transfer and knowledge. Skill acquisition and
post-training self-efficacy were the primary precursors to transfer (Colquitt et al.,
2000). This model is supported by Quinones (1995) w h o presented a conceptual
model of training motivation and implicated motivation to learn as impacting on
training outcomes of knowledge, behaviour and performance. In this research
performance was determined by student's decision-making regarding a series of
targets in a computer Naval Air Defense simulation task.

Intentions to transfer
In his staged model of transfer Foxson (1994), identified transfer intention as critical
to the chances that transfer will occur. That is, a higher degree of transfer is likely if
learners leave training with a high-level transfer intention (Foxson, 1994). The Theory
of Planned Behaviour (TPB) (Azjen, 1991) describes the most proximal determinant
of behaviour as one's intention to engage in that behaviour (Conner & Norman,
1996). A n intention is described as representing a conscious decision to exert effort to
perform that behaviour and is considered the most important characteristic of
determining those w h o act and those w h o do not (Abraham, 1999; Conner & Norman,
1996). A n intention as described in this model is determined by three sets of factors;
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attitude (evaluation of behaviour by the individual), subjective norms (belief about
whether significant others think he/she should engage in behaviour) and perceived
behavioural control (perception of the extent to which performance of the behaviour is
difficult or easy) (Conner & Norman, 1996). Perceived behaviour control as well as
determining intentions is also viewed as a proximal determinant of behaviour (Conner
& Norman, 1996).

The Theory of Planned Behaviour has been successfully applied to a variety of
health related behaviours (Conner & Sparks, 1996). In particular research has found
that behaviour related to sexual health, exercise, alcohol consumption and smoking to
be largely influenced by intentions (Conner & Sparks, 1996). In general, intentionbehaviour correlations range from .44 and .62 with intentions explaining between 20
and 40 percent of the variance in behaviour (Abraham, 1999). The variability found is
related to study design and measures of behaviour for example those where behaviour
was self-reported as opposed to observed showed a great association (Abraham,
1999).

SUMMARY
There has been a surge in mental health training available to GPs, in particular more
novel modes of training such as online and C D training resources. Despite this,
research on the acceptability and factors likely to influence the uptake of these news
modes of training by G P s has been minimal. Research in the organisational
psychology sector is more advanced in identifying factors such as self-efficacy,
valence, motivation to learn, and intentions, that m a y influence to use of these training
resources (Colquitt et al., 2000; Hill et al., 1987; Noe, 1986; N o e & Wilk, 1993; &
Quinones, 1995). F r o m this research a model for conceptualising h o w factors m a y
mediate the transfer of training to practice is proposed. However, it is yet to be
determined whether this model is applicable to the training of G P s and their use of
n e w technologies following training. Research in testing transfer of training models
has typically been applied to populations very different to that of G P s including
university students (Gist et al.,1991; Hill et al., 1987; Mathieu et al., 1993; Quinones,
1995), non-medical health care providers working in health and those working in
financial services (Noe and Wilk, 1993). In addition, research from the organisational
sector has examined very different behaviours compared to G P uptake of C D training
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resources such as negotiation skills and performance on simulated computer programs
(Quinones, 1995).

STUDY TWO: AIMS AND OBJECTIVES
The study aims to apply training motivation research from the organisational sector to
the training of G P s in the area of dual diagnosis. The purpose of this study was to
examine the relationship between factors such as self-efficacy, valence, motivation to
learn, intentions to transfer and behaviour.

In particular the study aims to examine

the extent these factors are related to training outcomes and whether they predict G P s
use of a C D based education resource.

Based on the Integrative Theory of Training Motivation and with the aim of
trying to determine what the actual frequency of uptake is of the C D training resource
the following hypotheses are proposed;
1. Pre-training self-efficacy and valence will predict motivation to learn with
valence hypothesised to be a stronger predictor of motivation to learn than
self-efficacy
2. The relationship between motivation to learn and intentions to transfer will be
mediated by post-training self-efficacy.
3. Intentions to transfer will be positively related to and predict participants use
of the dual diagnosis C D education resource
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CHAPTER SEVEN
STUDY TWO: M E T H O D
TRAINING CONTEXT AND BACKGROUND
The study takes thefirststep toward applying the literature of training motivation to
general practitioners as a means to determine factors that influence the uptake of more
innovative training packages in mental health. T o achieve this, an interactive dual
diagnosis based education resource was developed. This study was undertaken as part
of a larger project in which an education resource was developed for G P s with an aim
to improve their recognition and management of patients with comorbid mental health
and substance use disorders (dual diagnosis). The Illawarra Division of General
Practice (IDGP) (2003) in partnership with the Shoalhaven Division of General
Practice ( S D G P ) and the Illawarra Institute for Mental Health (iiMH) were funded by
the Commonwealth Department of Health and Ageing under the N S W State Primary
Mental Health Care Initiative - Stage 2 to develop, implement and evaluate an
interactive C D Dual Diagnosis Training resource for General Practitioners. Five
educational modules

were developed; identification, assessment, motivational

interviewing, referral and case coordination (Illawarra Division of General Practice,
2003). The table of contents for each of the five modules appears in Appendix L. Four
video case vignettes were also developed to provide continuity and context for
knowledge and skill development with an audio of G P discussants providing metacognitive analysis and reflection (Illawarra Division of General Practice, 2003).

PARTICIPANTS
The participants for this study included 68 General Practitioners from the Illawarra
and Shoalhaven regions of N S W w h o participated in a training workshop on dual
diagnosis. O f those, 7 (10%) did not complete the pre-test, 3 (4%) did not complete
the post test and 2 (3%) did not complete both the pre and post test reducing the
sample size to 56 participants. This provided an overall participation rate of 8 2 % .
Analyses for performance measures were based on these 56 participants. Sixty-eight
percent of participants were male and 32 percent were female. Eleven percent of
participants were in the 25-34 age range, 42 percent were in the 45-54 age range, 22
percent were in the 35-44 age range, 22 percent in the 55-64 age range and 3 percent
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in the 65-74 age range. There was missing data for age for 2 % of the sample. The
ratios are broadly consistent with gender and age distributions of GPs working in the
Illawarra and Shoalhaven (Marshall, Deane & Dalley, 2002).

MEASURES

Pre-workshop questionnaire
Prior to the commencement of Dual Diagnosis Education workshops participants
completed a 35-item pre-test questionnaire (see Appendix G). Items for self-efficacy,
valence, and motivation to learn were drawn from the Training Attitudes Inventory
(Noe & Wilk, 1993), which comprises 111 items. This inventory was chosen to
measure the replicability of the Integrative Theory for Training Motivation to the
training of General Practitioners. Variables such as self-efficacy, valence and
motivation to learn were specifically chosen because of their impact on intentions to
transfer and the transfer of training to practice (Colquitt et al, 2000; Noe & Wilk,
1993). Scales were selected based on internal consistency reliability of greater than
.65 (Noe & Wilk, 1993). In addition there were internal reliability data and eigen
values from a factor analysis to provide an empirical approach to item selection within
each scale (Noe, personal communication 09/11/02). Item selection was also based
upon their descriptive relevance for GPs and the training context. For example, the
following motivation to learn item was not included, "I am willing to invest effort to
improve skills and competencies in order to prepare myself for a promotion" because
it was not considered relevant to the participants of this study. The full Ill-item
questionnaire of Noe and Wilk (1993) was also not used due to its excessive length in
the training context. Prior experience with GPs indicates that they are reluctant to
complete long questionnaires even in the context of training activities.

Self-efficacy
Six items assessing self-efficacy were included. Items 11 to 13 were extracted from
12 items of the Training Attitudes Inventory (Noe & Wilk, 1993) to measure general
self-efficacy. The Cronbach alpha coefficient for general self-efficacy in this study
was .81. Example item: "I can generally do the work necessary to accomplish my
goals in training courses or seminars". A further three items (items 21 to 23) were
developed separate to the Training Attitudes Inventory to measure self-efficacy
specific to treating patients with a dual diagnosis {alpha = .67). Example item: "Ifeel
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/ can make a difference with patients who have a mental health and/or substance use
disorder". All items were rated on a 5-point Likert scale ranging from strongly
disagree (1) to strongly agree (5). W h e n 6 items were combined in this study the scale
had a Cronbach alpha coefficient of .74.

Valence
Four items were taken from the Training Attitudes Inventory (Noe & Wilk, 1993) to
measure valence (Items 7 to 10). These items measured individual beliefs regarding
the desirability of outcomes. They included three items that assessed personal benefits
(e.g., "Participating in training programs will help my professional development"),
and one item that measured job-related benefits {"Participating in training programs
will help me stay up-to-date on new processes or procedures related to my job"). All
items were rated on a 5-point Likert scale ranging from strongly disagree (1) to
strongly agree (5). O n e of the 4 items was removed (item 9 "participating in training
programs will result in having to do extra work without being rewarded") to improve
internal reliability (Cronbach alpha) from .67 to .92 for thefinal3-item scale used in
subsequent analyses.

Motivation to Learn
Six of eight items from the Training Attitudes Inventory (Noe & Wilk, 1993)
measuring

respondents' motivation to learn were

included

in the pre-test

questionnaire (Items 1 to 6). Example item: "I am willing to invest effort to improve
skills and competencies just for the sake of learning". O n e item was removed to
improve internal reliability (Cronbach alpha) from .68 to .85 for afinal5-item scale.
All items were rated on a 5-point Likert scale ranging from strongly disagree (1) to
strongly agree (5).

Annual Survey Questionnaire
Items from the 2001 annual survey as described in Study O n e were included to
measure both G P s self-reported practice and their confidence in the assessment,
treatment and management of patients with a dual diagnosis (Items 31-35).
Respondents were asked to indicate on a 5-point Likert scale (1 = Almost never, 5 =
Almost Always) the frequency with which they that engaged in specific behaviours in
caring for patients with a dual diagnosis. The items covered the use of screening
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tools, counselling, utilising other health professionals, case coordination role and use
of Enhanced Primary Care ( E P C ) items. A n example question used to measure GPs'
practice in caring for a patient with dual diagnosis was "I provide counselling for
patients who have both mental health and substance abuse problems".

GPs were also asked to rate their confidence in conducting various activities
related to the management of dual diagnosis (Items 24-29). Each item was rated on a
4-point Likert scale (1 = Not at all confident, 4 = Very confident). Activities included
identification, assessment, counselling, referral, case management and treating
physical health needs. These items were included to compare the group of training
G P s to the baseline G P s w h o practice in the Illawarra and Shoalhaven regions of

NSW

Post Workshop Questionnaire
A post workshop questionnaire was designed to measure participants' intentions and
beliefs after participating in the dual diagnosis training workshop (see Appendix H ) .

Intentions to transfer
Three items were created for the purposes of this study combined to assess
participant's intentions to transfer {alpha = .71). Example item: "I intend to use the
CD to learn more about dual diagnosis". All three items were rated on 5-point Likert
scale ranging from strongly disagree (1) to strongly agree (5).

Self-efficacy
Four items were combined to assess participants post-training self-efficacy in relation
to identification, counselling and management of patients with a dual diagnosis {alpha
= .73). Example item: "I am confident I can motivate patients with a dual diagnosis ".
All four items were rated on 5-point Likert scale ranging from strongly disagree (1) to
strongly agree (5). Three of the self-efficacy items replicated questions asked in the
pre workshop questionnaire, which is referred to a specific self-efficacy and were
used in the analysis (alpha = .70). A n example item was "I feel I can make a
difference with patients who have mental health and/or substance use disorders".
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Follow-up Interview Questions
Participants were followed up approximately 5 weeks after attending a training
workshop and asked three questions to determine their use of the dual diagnosis C D .
Thefirstquestion asked, "Didyou

use the CD"

they had used the C D were asked, "How

(rated Yes or No). Those w h o said

long did you use the CD?"

(rated in

minutes). Those that did not use the C D were asked two questions, "What factors
prevented you from using the CD?"

and finally "Do you intent to use the CD in the

future? " which was coded as yes, no or unsure.

PRODEDURE
The Dual Diagnosis resource and specific content within the resource was integrated
into seven training workshops across the Illawarra and Shoalhaven regions of N S W .
There were two types of workshops, G P only Dual Diagnosis Training Workshops (n
= 5) and Teams of Three Training Workshops {n = 2), which brought together GPs,
Mental Health and Drug and Alcohol Service Staff. The aim of the workshops was to
introduce and demonstrate the C D training resource, provide an interactive talk by a
visiting presenter on one topic from the C D and engage participants in group problem
solving around Dual Diagnosis. All G P s in the Illawarra (232) and Shoalhaven (86)
were sent an invitation to attend one of these training workshops. Three education
workshops provided training on the identification and referral of patients with a dual
diagnosis while two workshops focused on training in the area of Motivational
Interviewing. The Teams of Three training workshop participants involved an array of
service providers in dual diagnosis education and training, which included GPs. The
seven workshops each ran for two hours and all workshops were delivered over a twomonth period. G P s received Continuing Professional Development points for their
participation.

Participants completed a questionnaire immediately prior to the commencement
of the training workshop (see Appendix G ) and a post-questionnaire at the conclusion
of the training workshop (see Appendix H ) . A pre and post questionnaire was
designed to measure changes in G P s beliefs over the course of training.

All

participants were provided with a copy of the C D Dual Diagnosis Training resource
and were encouraged to use it over the next five-week period. Participants were

37

followed up with a telephone interview 5 weeks post-training to enquire about their
use of the dual diagnosis C D .

This research received ethical review and approval from the University of
Wollongong H u m a n Research Ethics Committee and all participants completed
informed consent procedures (see Appendix I) and received an information sheet on
the purpose of the research (see Appendix J).
Analysis involved checking assumptions, normality, extreme outliers and missing
data. The analysis also involved assessing means and standard deviations and using
independent group t-tests and Pearson correlations to m a k e comparisons. A number of
standard regression analyses were performed to further examine the relationship
between pre and post training variables.
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CHAPTER EIGHT
STUDY TWO: RESULTS
REPRESENTATIVENESS OF THE SAMPLE
In order to determine whether those G P s w h o participated in some aspect of the dual
diagnosis training were representative of G P s across the Illawarra and Shoalhaven
regions this sample w a s compared to available Illawarra and Shoalhaven Division
survey data from 2001 and 2002. Independent group t-tests were used to compare the
intervention sample {n = 56) to G P s responding to division-wide surveys in 2001 (n =
148) and 2002 {n = 114). Table 8.1 provides means and standard deviations for those
items available for comparative purposes.

At baseline, prior to training, the intervention group were significantly more
likely to report using screening tools, than the general G P population surveyed in
2002 , t{55) = 3.46,/? < .05 and were also taking on a significantly higher coordination
role in caring for patients with a dual diagnosis than the sample of 2002 G P s 2002
r(55) = 2.76, p < .05. G P s from the intervention group also utilised a network of
stakeholders t{55) = 6.30, p< .05 , and used E P C items more frequently r(53) = 3.37,
p< .05 than those G P s from the 2002 survey. There were no significant differences
between the groups estimations of percentage of patients they believed to have a dual
diagnosis, f(50) = 1.28, p > .05.

Table 8.1 also provides the means and standard deviations for confidence items
from the 2001 division-wide survey and from the intervention group. The intervention
group were significantly more confident overall than the general population of GPs,
r(55) = 2.30, p < .05. However, with regard to specific domains, only confidence in
treating the physical health needs of patients with a dual diagnosis was significantly
higher for the intervention group than the baseline sample of G P s surveyed in 2001,
r(55) = 5.87,/?<.05.
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Table 8.1. Comparison

of items of intervention group 2003 and baseline sample of

GPs from the 2001 and 2002 Illawarra and Shoalhaven Division
Annual

Survey
Comparison Survey

2001 Annual Survey "confidence"

Intervention Group
(2003)

N

Mean

SD

N

Mean

SD

Confidence in Identification

142

2.92

.60

56

2.89

.53

Confidence in Assessment

141

2.72

.62

56

2.80

.52

Confidence in Counselling

141

2.55

.71

56

2.63

.62

Confidence in Referral

141

2.92

.80

56

2.95

.55

Confidence in Case Coordination

140

2.40

.73

56

2.41

.68

Confidence in treating Physical

130

2.87

.71

56

3.29

.53*

142

2.72

.51

56

2.83

.36*

114

3.81

.76

56

3.91

.67

109

2.30

.98

56

2.70

.85*

105

2.63

1.05

56

3.42

.95*

114

2.66

1.03

56

2.93

.74*

96

1.54

.86

54

2.04

1.08*

94

13.42

18.79

51

16.37

16.50

Health Needs
Overall Confidence

2002 Annual Survey "practice"
Inquiry into mental health and
Substance abuse disorders
GPs'use of screening devices to
assess mental health and substance
abuse problems
GPs' utilisation of a network of
mental health and drug and alcohol
support professionals to assist in
working with patients with a dual
diagnosis
GPs undertaking a coordination role
in caring for dual diagnosis patients
GPs' use of E P C items in managing
Patients with a dual diagnosis
Percentage of patients perceived by

G P to have a dual diagnosis
Note. Rating scale for confidence ranged from 1 "Not at all confident" to 4 "Very
Confident" Rating scale for 'practice' ranged from 1 "Almost Never" to 5 "Almost
Always" *p<

.05, all 2-tailed tests.

Those G P s that participated in the educational intervention compared to the general
sample of G P s , reported more frequently engaging in a number of appropriate
assessment and treatment activities with patients w h o have dual diagnosis. Overall, it

40

appears that advertising such training programs attracts G P s with slightly more
confidence and w h o indicate they already engage in elements of good practice more
frequently than their Division colleagues.

TRAINING INTERVENTION GROUP

Descriptive Statistics
Prior to receiving any training, participants {n = 56) indicated that they were highly
motivated to learn the content of the upcoming training activities {M= 4.11, SD = .73,
5 = strongly agree on the scale) and believed more than not in their ability to perform
well in training and education activities (general self-efficacyj {M= 4.00, SD = .65, 5
= strongly agree on the scale). In addition, participants on average indicated the
outcomes of participating in the training workshops would produce a desirable
outcome (valence) ( M = 4.33, SD = .69, 5 = strongly agree on the scale). They also
believed in their ability to perform specific tasks related to patients with a dual
diagnosis (specific self-efficacy) {M=

3.43, SD = .79, 5 = strongly agree on the scale).

A paired samples t-test of the scale examining specific self-efficacy showed that there
was a significant increase in participants perception of their ability to perform specific
tasks in caring for patients with a dual diagnosis from pre {M= 3.34, SD = .78,) to
post-workshop {M=

3.78, SD = .64, 5 = strongly agree on the scale), t (55) = 3.57,p <

.05.

Relationship among Study Two factors
The Integrative Theory of Training Motivation suggests valence, self-efficacy,
motivation to learn and intentions are highly correlated. The variables of valence,
motivation to learn and post-intentions were highly skewed and were converted to
ranks in order to eliminate the effects of skewness on correlations and in regression
analysis (Conover & Iman, 1981). Transformation to ranks was used since other
transformations did not improve the distributions. It should be noted that in the
correlation analysis there were no differences in the pattern of results and significance
levels between

ranked

and

non-ranked

(untransformed) variables. However,

transformed variables are reported in Table 8.2 since these were used in subsequent
regression analyses. Pearson correlations depicted in Table 8.2 show valence, pre-

41

training self-efficacy, motivation to learn, post-training self-efficacy and intentions
were all significantly and positively correlated (ps < .05).

Table 8.2. Pearson correlations of factors theorised to predict transfer of training
to practice (n=56)
Construct

Pre-training
self-efficacy

Valence
(ranked)

Motivation to Post selflearn (ranked) efficacy

Intentions
(ranked)

.34**

Valence
(rank)
Motivation to
Learn (rank)

.46**

.61 **

.56**
Post Selfefficacy
.38*
Intentions
(rank)
* p < .05 (2-tailed).

.48**

.61**

.43**

.67**

.56**

** p < .01 (2-tailed).
Note: For valence, motivation to learn and intentions ranks were used.

Only 50 of the 56 participants could be contacted at follow-up to determine their use
of the dual diagnosis C D . A s depicted in Table 8.3 none of the factors of the study
were related to GP's use of the dual diagnosis training resource (ps all > .05, 2tailed).

Table 8.3. Point biserial correlation correlations of factors theorised to predict use
of dual diagnosis CD (n= 50)
Construct
Use of C D
(behaviour)

Pre-training
self-efficacy

Valence
(rank)

Motivation to Post selflearn (rank) efficacy

-.14

-.20

-.18

.06

Intentions
(rank)
-.10

Regression analysis to determine predictors of intentions to transfer training to
practice
A number of standard regression analyses were performed to further examine the
relationship between pre and post training variables. All variables were not included
in one regression analysis due to the limited number of participants. Tabachnick and
Fidell (1989) indicate that twenty times more cases than the number of Independent
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Variables (IV) are required for meaningful interpretation. For five independent
variables it would be ideal to have 100 participants. Although regression is frequently
conducted with fewer cases per IV the total sample size of 56 did not allow the full
model to be tested. Thus, aspects of the model were tested in three parts. Again, as a
precaution, regressions were conducted with transformed (ranked) and untransformed
variables with no substantial differences in the overall direction or significance levels
between the regressions.

Hypothesis 1: Pre-training self-efficacy and valence will predict motivation to
learn with valence hypothesised to be a stronger predictor of motivation to learn
than self-efficacy.
Thefirststandard regression analysis w a s performed to examine the contribution of
valence and pre-training self-efficacy to motivation to learn as indicated in Figure 8.1.
It was hypothesised that pre-training self-efficacy and valence would predict
motivation to learn.

PRE-TRAINING FACTORS
Specific
Self-efficacy
Motivation
to Learn
Valence

Figure 8.1.

The contribution of valence and pre training self-efficacy to
motivation to learn

The analysis supported the hypothesis revealing that both self-efficacy and valence
were significant predictors and explained 4 4 % of the variance in motivation to learn,
F(2, 53) = 20.97, p < .001, adjusted R2= .44. The analysis found that valence (Beta =
.51, t = 4.69, p < .001) w a s a stronger predictor of motivation to learn than selfefficacy (Beta = .28, t = 2.60, p < .05).
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Hypothesis 2: T h e relationship between motivation to learn and intentions to
transfer will be mediated by post-training self-efficacy.
The next series of regression analyses tested whether the relationship between
motivation to learn and intentions to transfer w a s mediated by post-training selfefficacy. Baron and K e n n y (1986) suggest that to test for mediation one should
undertake the following regression analyses: first regressing the mediator (posttraining self-efficacy) and the independent variable (motivation to learn), second
regressing the dependent variable (intentions to transfer) on the independent variable
(motivation to learn) and third, regressing the dependent variable (Intentions to
transfer) on both the independent variable (motivation to learn), and on the mediator
(post-training self-efficacy) as indicated in Figure 8.2.

Post-training
self-efficacy
(Mediator)

Motivation to Learn
(Independent variable)

Intentions to transfer
(Dependent variable)

Figure 8.2. The relationship between motivation to learn and intentions to transfer
as mediated by post-training self-efficacy.

T o establish mediation Baron and K e n n y (1986) indicate that the following conditions
must hold; first the independent variable (motivation to learn) must impact the
mediator (post-training self-efficacy) in the first equation; second the independent
variable (motivation to learn) must be shown to affect the dependent variable
(intentions to transfer); and third equation the mediator (post-training self-efficacy)
must affect the dependant variable (intentions to transfer) in thefinalanalysis. If these
conditions are all found, then the effect of motivation to learn on the intentions to
transfer must be less in the third equation than the second. Perfect mediation would
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occur if motivation to learn had no affect on intentions w h e n post-training selfefficacy is controlled for.

As indicated in Table 8.3 motivation to learn significantly predicted post-training
self-efficacy F(l, 54) = 32.2, p < .001, adjusted R2 = .36. This accounted for 3 6 % of
the variance of post-training self-efficacy. In the second regression analysis
motivation to learn w a s also a significant predictor of intentions F(l, 54) = 43.6, p <
.001, adjusted R2 = .44. This accounted for 4 4 % of the variance. In the third regression
both motivation to learn and post-training self-efficacy significantly affected
intentions to transfer F(4, 51) = 24.1, p < .001, adjusted R2 = .46, indicating that 4 6 %
of the variance in intentions is explained by motivation to learn and post-training selfefficacy. A closer inspection revealed that the regression coefficient for motivation to
learn w a s statistically significant (Beta = .53 , t = 4.26, p < .001) but the regression
coefficient for post-training self-efficacy w a s not statistically significant (Beta = .22 ,
t = 1.73, p > .05). This latter finding indicates that there is no mediation, rather a
direct affect of the independent variable (motivation to learn) on the dependent
variable (intentions) is present.

Table 8.4. Regression analysis of effects of motivation to learn and post-training
self-efficacy on intentions: Test of mediation (n=56)

Analysis and Predictor Criterion
Factors

B

SE

R2

AR2

F

Analysis 1
Motivation to learn

Post-training
.61***

.04

.37

.36

32.2***

Analysis 2
Motivation to learn

Variables

self-efficacy
Intentions

.67***

.10

.45

.44

43.6***

Analysis 3

Intentions

Step 1 Motivation to learn

.53***

.12

Step 2 Post-training self-

.22

3.5

.48

.46

24.1***

efficacy
Significant levels are as follows: *p<

.05 level, ** p < .01 level, *** p < .001
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Hypothesis 3: Intentions to transfer will be positively related to and predict
participants use of the dual diagnosis education resource.
A final regression analysis was performed as depicted in Figure 8.3 to examine the
contribution of intentions to transfer on self-reported use of the dual diagnosis C D (as
a measure of behaviour). This could not be included in the previous regression
because of the limited number of participants and the reduced sample size for the use
of C D variable (« = 50)

POST-TRAINING F A C T O R S

OUTCOMES

r
I

N

Intentions to
transfer

Behaviour
(Use of C D )

Figure 8.3. The contribution of intentions to transfer on self-reported use of the
dual diagnosis CD (behaviour).

The analysis revealed that intentions was not a significant predictor of the use of the
dual diagnosis C D , F(l, 48) = .46, p >.05. Further exploratory regression analysis
found that none of the variables predicted participants used of the C D . This suggests
other variables need to be considered in the transfer of training to actual behaviour in
this context.

At the conclusion of training participants reported high intentions to use the dual
diagnosis C D and apply what they learnt from the training (M=

3.76, SD = .65, 5 =

strongly agree on the scale). However, only 2 9 % of those participants contacted said
they had used the C D at 5 weeks follow-up, 6 1 % contacted said they had not used the
C D , 8 % were not contactable and one person did not take a copy of the C D . Those
w h o used the C D reported doing so for an average of 69 minutes. Seventy percent of
all those participants contacted said they still intended to use the product whereas 1 6 %
had no intention and 1 4 % were unsure. The time spent using the C D and future
intentions were not significantly related to any of the pre or post training variables (ps

46

all > .05). Anecdotal reports from participants at follow-up indicated that a lack of
time was the main barrier to using the C D based dual diagnosis education resource.

Impact of method of delivery on behaviour
A Chi square was performed to explore whether the three modes of delivery
(education workshops, teams of three and stand alone) impacted on utilisation of the
resource. It was predicted that testing three methods of delivery would enable the
project to explore the most effective and preferred method for motivating G P s to use
this novel m o d e of education. The analysis revealed there were no significant
differences between groups on the use of the dual diagnosis C D training resource [rf
(df= 2, n = 50) = .42,p>.05].
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CHAPTER NINE
STUDY TWO: DISCUSSION

The purpose of this study was to apply training motivation research from the
organisational sector to the training of general practitioners in the area of dual
diagnosis. T h e study examined the relationship between pre-training factors of selfefficacy, valence and motivation to learn and their association to post training factors
of self -efficacy, intentions to transfer and behaviour. A conceptual model drawn
from the research of Colquitt et al. (2000), N o e , (1986), and Quinones, (1995) w a s
proposed and suggested that behaviour, in this case the use of the dual diagnosis C D
would be influenced by these factors. It w a s expected that factors more distal to
behaviour (e.g., motivation to learn) would exert influence through more proximal
factors (e.g., post-training self-efficacy).

It w a s predicted that self-efficacy and

valence would be positively related to and influence motivation to learn. T h e
influence motivation to learn had on intentions would in turn be mediated by posttraining self-efficacy. It w a s then predicted that intentions, the most proximal factor,
would be the greatest predictor of participants' use of the dual diagnosis C D .

In support of previous research (Colquitt et al., 2000; Gist et al., 1991; Noe, 1986;
Quinones, 1995) the results demonstrated that valence, pre training self-efficacy,
motivation to learn, post training self-efficacy and intentions were all highly
correlated. The results support thefirsthypothesis where pre-training self-efficacy and
valence w a s positively related to and predicted of motivation to learn, where valence
was a stronger predictor of motivation to learn than self-efficacy. The results did not
support the second hypothesis with motivation to learn directly predicting intentions
to transfer and not mediated by post-training self-efficacy. The results also did not
support the third hypothesis. N o significant relationship was found between intentions
to transfer and behaviour. In fact no pre or post-training factors correlated or predicted
participants' use of the dual diagnosis C D training resource. This finding is not
consistent with previous research that has implicated motivation to learn (Colquitt et
al., 2000; Quinones, 1995) and intentions as predictors of post training behaviour
(Colquitt et al., 2000). In addition, it does not support research, which has implicated
self-efficacy as influential in predicting behaviour (Gist, 1987; Gist et al., 1989; Gist
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et al., 1991; Hill et al., 1987; Tannenbaum et al, 1991).

Gist et al. (1989)

demonstrated that students with higher computer self-efficacy achieved greater
computer mastery than low computer-efficacy students while Hill et al. (1987)
reported that self-efficacy with respect to computers was an important factor in
determining individual's decision to use a computer.

The finding that no factor in the study significantly predicted behaviour suggests
that the model of training motivation from the organisational sector m a y not
applicable to the training of GPs. For instance in past research this model has been
typically applied to a very different population to that of GPs, most notably university
students with little experience in the workforce (Gist et al.,1991; Hill et al, 1987;
Mathieu et al., 1993; Quinones, 1995). In addition, the behaviour being examined in
this study is very different to behaviours examined in previous research where this
model has been applied. The behavioral outcomes tested in previous research have
typically measured

performance, customer

focus, self-directed ability, team

commitment and coordination (Colquitt et al., 2000).

O n e exception examined

behaviour in terms of a decision to use advanced technologies such as computers but
again it was applied to a student population rather than G P s (Hill et al., 1987).

Alternatively it could be argued that other factors not considered in this study
may have been better predictors of G P s use of the dual diagnosis C D in the general
practice setting. Research has identified a range of situational factors that inhibit the
opportunity to transfer training to practice (Baldwin & Ford, 1988; Bruce et al., 1995;
Foxson 1993; Mathieu et al., 1993; Quinones et al., 1992; Tannenbaum & Yukl,
1992). These include the extent to which participants are given opportunity to perform
trained tasks (Baldwin &

Ford, 1988; Quinones et al., 1992), post-training

environment (Tannenbaum & Yukl, 1992), training climate and continuous learning
culture (Bruce et al., 1995). Continuous learning culture refers to an environment
where members share perceptions and expectations that learning is an important part
of everyday life (Bruce et al., 1995). Given the pressures within the General Practice
environment it m a y have been that participants did not place a positive expectation on
learning in this environment. M a r x (1986, cited by Foxson, 1993) blames climate
factors for transfer failure rates in the organization sector as high as 9 0 % for some
training courses. Foxson (1993) defines demands, pressures and lack of opportunity to
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apply learning as climate factors that inhibit the transfer process. For participants it
was highly probable that a lack of time due to the pressure to see patients prevented
the use of the C D . Marshall, Deane and Dalley (2003) reported that time was one the
major barriers to managing dual diagnosis in the general practice setting. Providing
direct care contact is a high priority placing ongoing education well back in the queue
of priorities. Mathieu et al., (1993) found that those individuals w h o thought they had
more individual constraints such as competing demands for their time were less likely
to develop the belief they could master training. This is typical of the general practice
environment, particularly in the Illawarra and Shoalhaven regions, which face issues
of workforce shortage (Australian Institute of Health and Welfare, 2004).

From the outset, GPs believed in their ability to perform specific tasks in caring
for patients with a dual diagnosis (self-efficacy) and were motivated to learn the
content of the upcoming training activity (motivation to learn). This is similar to
previous research that has s h o w n self-efficacy and motivation to be generally high in
training participants and a key determinant of those w h o participate in professional
development activities (Gist et al., 1989; N o e & Wilk, 1993; Tannenbaum et al.,
1991). Tannenbaum et al. (1991) concluded that entering training with motivation to
do well is likely to enhance the development of positive attitudes during training and
m a y prepare participants to receive the m a x i m u m benefits from training (Tannenbaum
etal., 1991).

Consistent with previous research, (Mathieu et al., 1993; Tannenbaum et al,
1991) there w a s a significant improvement in participant's self-efficacy at the
completion of training. G P s had greater belief in their ability to perform specific tasks
related to the treatment of patients with a dual diagnosis at completion of training. It
could be argued that participants m a d e positive attributions about training in that they
perceived their efforts in training would lead to improved performance (Quinones,
1992). Participants started out more confident than their Divisional Colleagues and
felt that they already engaged in good practice in the identification and management
of patients with a dual diagnosis. Participants were highly motivated to learn, believed
in their ability to perform well in education activities and their ability to undertake
specific tasks related to patients with a dual diagnosis. Yet despite these findings these
factors still bore little to no relationship to the use of the dual diagnosis training
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resource. It is possible that participants believed they already k n e w or had learned
sufficient from the training workshops and thus did not pursue the use of the C D . This
is unlikely and anecdotal reports at follow-up, suggest that for m a n y they merely did
not have sufficient time to spend using the C D . While over 7 0 % of participants at
follow-up reported an intention to use the training resource, without reminder cues
and follow-up it seems unlikely that G P s will use the C D spontaneously as a refresher
in the future. However, there is a need for future research to conduct longer-term
follow-ups to see whether this occurs without additional structure.
It has been suggested that some G P s do not want to work with individuals w h o
have mental health and substance abuse problems (McCabe & Holmwood, 2002).
Thus, it is possible that the area of dual diagnosis m a y not have been appealing to
GPs, and this m a y have subsequently impacted on the uptake of the resource. In the
current study, this is unlikely because these were G P s w h o showed an interest in the
area by signing up for this continuing education activity. Further to this, their survey
ratings indicated they took on a significantly greater role for treating people with dual
diagnosis compared to G P s in the Division-wide surveys. Evidence suggests that G P s
recognise the prevalence of mental health and substance use problems in general
practice (Hickie et al., 2001b) and in this study G P s perceived approximately 1 6 % of
their patients to have a dual diagnosis. Thus, it is unlikely they perceive a lack of need
in terms of patients' demands. However, it is possible they perceive a lack of need
with regard to their o w n skills in managing dual diagnosis. This is to some extent
reflected in high ratings self efficacy with regard to their ability to care for patients
with dual diagnosis prior to training."
It could be argued that poor uptake of the training resource m a y have related to
GPs' general use of computers. While computer usage in General Practice has been
slow, research suggests that in Australia 9 5 % of G P s use computers (Western et al,
2003). G P s are accepting of computer based learning, but only a small proportion
(4%) of G P s actually engage in computerised education (Thakurdas et al, 1996). This
offers another possible explanation for the poor uptake and m a y have contributed to
the negativefindingsof the study.

Study Limitations
This study has several potential limitations that must be taken into account when
interpreting the results and designing future studies. In thefirstinstance the study had
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a limited sample size, which impacted on the generalisability of the findings and the
capacity to test the entire model. For instance the study did not test pathway
coefficients and only used one method to demonstrate relational models of training
transfer proposed by Colquitt et al. (2000), N o e (1986), and Quionnes (1995). The
negative impact of undertaking pathway analysis with a small sample size is
demonstrated in the study by N o e and Schmitt (1986) w h o stated "The path
coefficients generated for the models are unlikely to remain stable in future samples
because of the small sample size " (p, 519).

Future studies should aim to apply this research to larger samples sizes in order to
test a number of models.

The study also encountered a number of measurement issues. Implementing a
shortened version of the measure likely impacted on validity and reliability of the
scale even though measures of internal consistency were undertaken. In addition,
limiting the range of factors examined in the study prevented the full model being
tested. Research has implicated a range of individual and situational factors as
influencing the transfer of training to practice (Baldwin & Ford, 1988; Bruce et al.,
1995; Colquitt et al., 2000; Foxson 1993; Mathieu et al., 1993; Quinones et al., 1992;
Tannenbaum & Yukl, 1992). A s mentioned situational factors such as post-training
environment (Tannenbaum & Yukl, 1992), training climate and continuous learning
culture (Bruce et al, 1995) have been shown to be positively related to training
transfer. Individual factors not included in this study but examined in previous
transfer models include self-esteem (Gist et al., 1989; N o e &

Schmitt, 1986),

motivation to transfer (Colquitt et al., 2000) and job involvement (Noe & Schmitt,
1986). Tannenbaum et al. (1991) also found training fulfilment, the extent to which
training meets trainees' expectations, to play a significant a role in determining
training effectiveness as well as being positively related to self efficacy and training
motivation

Another limitation of the study was that training content and trainer were not
consistent across workshops. Foxson (1993) argued that training delivery factors such
as appropriate methods, media and delivery style could inhibit transfer. While there
appeared to be no significant effect of group this m a y also have been a result of a
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small sample size in some of the workshops. In addition, it could be argued that those
attending the training were not representative of the G P population and were starting
out at a level of knowledge and skill in the area of dual diagnosis that was
significantly higher than their colleagues. However, it is typical of those participating
in mental health training to be higher performers and more motivated than the general
population (Noe & Wilk, 1993). Participants in choosing to attend training were also
neither randomly determined nor able to be compared to a control group of GPs.
Randomised control designs are very difficult in that you cannot usually take G P s
away from their practice to offer less than optimal or no training. Therefore, a future
design might compare a group w h o receive enhanced self-efficacy or motivational
work around transfer training compared to a group w h o receives dual diagnosis
training but without these supplements. Future research would ideally examine
findings in a randomised control trial, examine a more comprehensive range of
variables (e.g., practice environment support for transfer) on a larger sample size. The
capacity to utilise electronic monitoring to log participants use of the C D or webbased applications should also be considered.
Implications and Directions for Future Research
The study adds to previous research by demonstrating the influence factors such as
self-efficacy and motivation have on trainees, in this case GPs', intentions to transfer.
This has implications for the design of future G P training programs in that
development of such programs that enhance participants self efficacy, valence and
motivation to learn will also enhance participants intentions to transferring training to
practice (Colquitt et al., 2000; Ford et al., 1992; Mathieu et al., 1993;Tannenbaum et
al., 1991). Following the findings of the Theory of Planned Behaviour it is intentions
that is the most immediate determinant of behaviour (Conner & Norman, 1996).
Considering the impact of distal factors such as self-efficacy has on training
participants intentions future research would essentially go one step further and also
examine antecedents to the key factors explored in this study.

S o m e of those

antecedents m a y include age, personality variables and situational variables as
discussed previously such as the environment with in which behaviour is performed
post-training (Colquitt et al., 2000; Gist and Mitchell, 1992; Mathieu et al., 1993). If
w e look specifically at self-efficacy antecedents worth exploring include initial
performance, achievement motivation and trainee choice that Mathieu et al, (1993)
found to be positively related to the development of self-efficacy. Quinones (1995)
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suggest a positive w a y educators can boost participants self-efficacy, motivation and
performance is to frame training in a w a y the leads participants to believe they are
high achievers. For the participants of this study it m a y have involved acknowledging
their higher than average rates in detecting and managing dual diagnosis particularly
in comparison to their G P colleagues. Further to this Gist et al. (1991) and Mathieu et
al. (1993) suggest the use of self-management and goal setting applications to
maintain efficacy levels and thus the increase likelihood of transfer occurring.

With the use of more novel modes of education such as CDs set to flourish it will
be essential that more attention be directed toward investigating factors, which are
more likely to support the uptake of these resources. This m a y include examining
training design factors such as the content and training delivery found by Foxson
(1993) to influence the transfer process. It will also require further investigation of
factors in the general practice environment that m a y impact on these post-training
behaviours. Tannenbaum and Yukl (1992) stated, "elements of the post-training
environment can encourage, discourage or actually prohibit the application of new
skills and knowledge on the job " (p.420). Factors that contribute to a positive climate,
already suggested to influence the transfer process, will be of central focus in future
research. For instance future implementation of a similar project might consider
employing a system of cues and consequences that provide reminders for participants
to transfer (Bruce, Tannenbaum & Kavanagh, 1995; Colquitt et al, 2000). In the use
of C D training resources this might involve scheduling times in G P s diary to
undertake the activity or utilising reminders in medical software packages. Another
suggestion for future implementation would be the use of follow-up small group
sessions to create a climate and continuous learning culture, shown to have a direct
effect on post training behaviours (Bruce et al., 1995). A s noted previously the
continuous learning culture is described as an environment where members share
perceptions and expectations that learning is an important part of everyday life (Bruce
et al., 1995). A follow-up small discussion group could facilitate an environment
where participants can share information and encourage the importance of on going
learning, specifically the use of C D training resources.

Relapse prevention strategies included in the training process may be another way
to improve the transfer process and is a consideration for future research. Burke
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(1997) found that relapse prevention strategies applied to the training context
influence training outcomes. The strategies significantly improved trainee's ability to
cope with situations where teaching participants the skills to deal with the critical
transition period after leaving a training program was proven to be beneficial (Burke,
1997). Milne, Westerman and Hanner (2002) in the training of mental health staff
found that those w h o

received relapse prevention strategies showed greater

generalisation of the training. However the impact of relapse prevention on transfer
outcomes w a s limited due to the small sample size.

This study represents the first attempt at applying a theory of training motivation
to the population of general practitioners trained in the area of dual diagnosis. The
findings challenge the applicability of the Integrative Theory of Training Motivation
model to the training of G P s , as previous models have only been successful w h e n
applied to different populations and behaviour to that which was examined in this
study. Issues of reliability and validity due to the use of a truncated version of the
variables needs to be considered w h e n interpreting the results of this study along with
the small sample size which prevented the full model being tested. Consideration also
needs to be given to features of the general practice environment, which are likely to
impact on G P s use of C D education resource. Future research needs to consider these
implications and examine barriers of time and the use cues that m a y enhance use of
such resources. The investigation of factors to support the uptake of these n e w modes
of mental health training becomes a priority as these n e w modes of training begin to
flood the continuing professional development market of General Practitioners.
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CHAPTER TEN
CONCLUSION

The aim of study one was to establish baseline estimates of GP treatment practices
with patients w h o have dual diagnosis. Specifically, the study aimed to obtain G P
self-reports of the frequency with which they screen, assess and treat dual diagnosis
and the frequency with which dual diagnosis is identified in actual practice. These
data w a s sought in part to facilitate the design of an educational resource to assist G P s
with these activities. T h e study found that without ongoing targeted interventions,
patient management activities such as G P counselling, use of screening devices,
referral to specialist services, coordination and use of E P C items are not likely to
improve and are at risk of declining. Based on these findings a C D training resource
was developed to support G P learning in dual diagnosis (Illawarra Division of
General Practice 2003).

Study two was then designed to examine the extent factors such as self-efficacy,
valence, motivation to learn, post training self-efficacy and intentions to transfer add
value to and influence G P s uptake of this novel training resource. Study two
represents the first attempt to apply organisational psychology research to the training
of G P s in dual diagnosis. While self-efficacy, valence, motivation to learn, posttraining self-efficacy and intentions were positively related, the motivation model did
not predict actual use of the C D training resource. Further, post-training self-efficacy
did not mediate the relationship between motivation to learn and intentions. These
findings m a y in part be due to differences in measurement, participants and context of
the study compared to other studies using these motivational models. Barriers of time
and a lack of naturalistic cues were implicated as influencing the transfer of training
to the general practice environment. Future research would ideally test the entire
model o n a larger sample size and more broadly explore barriers to G P s using C D
based training resource. Following these preliminary evaluations further refinement of
the educational resource and training program is required before assessing the impact
on the w a y G P s work with individuals w h o have a dual diagnosis.
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APPENDIX A
Annual Survey Questionnaire

For the purpose of this survey dual diagnosis refers to the coexistence of a mental health disor
specifically affective or anxiety disorders and substance abuse disorders
Approximately what % of your patients has an anxiety and/or depression PLUS a substance use
problem
%

1. H o w often do you treat dual diagnosis patients in your practice?
( please circle a number below)
0
Almost Never

1
Rarely

2
Occasionally

3
Regularly

4
Almost Always

2. In a patient experiencing substance abuse problems I ask about mental health problems and
vice versa?
1
2
3
4
0
Almost Never
Rarely
Occasionally
Regularly
Almost Always
3. I provide counselling for patients who have both mental health and substance abuse
problems
0
1
2
3
4
Almost Never
Rarely
Occasionally
Regularly
Almost Always
4. I use specific tools and screening devices to assess both mental health and substance abuse
problems
0
1
2
3
4
Almost Never
Rarely
Occasionally
Regularly
Almost Always
5. To what extent do you utilise a network of mental health and drug and alcohol support
professionals to assist you in working with dual diagnosis patients?
0
1
2
3
4
Not at all
A little
Somewhat
Moderately
Greatly
6. I take on a coordination role in treating dual diagnosis patients
0
1
2
3
Almost Never
Rarely
Occasionally
Regularly

4
Almost Always

7 I use Enhanced Primary Care items in my management of dual diagnosis patients
0
1
2
3
4
Almost Never
Rarely
Occasionally
Regularly
Almost Always
8. How confident do you feel in each of the following aspects of dual diagnosis?
1 = not confident at all, 2 = not very confident, 3 = moderately confident,
4 = very confident, (please place a number on the line provided)
•
•
•
•
•
•

Identification
Assessment
Counselling
Referral
Case Management
Other health needs
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APPENDIX B
Clinical Audit Form

Clinical Audit
Illawarra
Division of
Genera]
Practice

Diagnosis - Mental Illness and Substance Abu
Patient Details
Date of visit:
Jay

rami

1

mcrtti

1

Dale ol Birth:
Gender:

Section 1: Patient H
1. Does this patient regularly attend your practice?
3 Yes
i No
2. For this patient have you previously inquired about:
Depression
3 Yes
5 No
Anxiety
3 Yes
3 No
3 Yes
3 No
Substance Abuse
3. Have you previously treated this patient lor:
Depression
3 Yes
3 No
Anxiety
3 Yes
i >No
Substance Abuse
3 Yes
3 No
4. Have you previously relerred the patient to a
specialist treatment service for:
Depression
3 Yes
3 No
3 Yes
i 3 No
Anxiety
Substance Abuse
3 Yes
3 No

t Male

Country of fiirfh:

y»

Language spoken at home (1st Language):

yai

i Female

Section 3: Patient Management
You have indicated that ttn's patient requires treatmenl lor Depression, Anxiety, Substance Abuse,
or some ccmbinati'on ol these problems. For ilenrs in this section you may check all items that
apply lor each problem.
10. Please indicate how ready you think the patient is to work on these mental
problems?
Depression Anxiety Substance Abuse
Patient is not interested in changing

Patient has made a decision lo change

o
o
o

O

O

Patent is actively changing behaviour

o

O

o

Patient is aware of problem

I did nol assess patients read iness lo change o

Section 2: Present Consultation
5. Reason for presentation
3 Medical i 3 Psychological i 3 Mixed 3 Other
6. Did you ask a screening question to determine the
presence of:
3 Yes
3 No
Depression
3 Yes
3 No
Anxiety
Substance Abuse
3 Yes
3 No
7. Did the screening question indicate the possibility of:
Depression
3 Yes
3 No
Anxiety
3 Yes
3 No
Substance Abuse
o Yes
3 No
8. Did you give to the patient a checklist/assessment
tool to complete for:
Depression
3 Yes
(name) 3 No
Anxiety
3 Yes
(name) 3 No
(name) 3 No
Substance Abuse 3 * 5
9. In your opinion does the patient require treatment
lor:
Depression
3 Yes
3 No
Anxiety
3 Yes
i 3 No
Substance Abuse
3 Yes
3 No
II you answered HO to ALL of question 9 please do not
continue

3
3

3

3
O

o

11. Are you going to treat and/or refer the patient?
Treat Myself

Depression

Pharmacological

O 3 3

Psychological/counselling

•> o o

Physical Heal Ih

O O 3

Referral

Depression Anxiety Substance Abuse

Mental Heal Hi Service

O O 3

Drug and Alcohol Service

O O O

Other

O O 3

1

Anxiety Substance Abuse

Please specify
12. Do you intend using the following Items in the management olthe patient's
mental and/or substance abuse/conditions?
3 EPC Care Plan

3 EPC Case Conference

) Menial Heallh Assessment

3 Menial Health Plan

j Menial Heallh Review
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APPENDIX C
General Practitioner Audit Consent Form
Dual Diagnosis Clinical Audit
Researchers: Professor Frank Deane and Kellie Marshall
I have been given information about the Dual Diagnosis Clinical Audit and discussed the
research project with Kellie Marshall w h o is conducting this research as a joint initiative
between the Illawarra Institute for Mental Health and the Illawarra and Shoalhaven Divisions
of General Practice.
I understand that, if I consent to participate in this project I will be asked to:
- Audit 100 consecutive patients w h o are 18 years or older, over a two week
period.
- For each patient I will also be required to obtain consent to record this
information.
I have been advised of the potential risks and burdens associated with this research, which
include issues of confidentiality and have had an opportunity to ask Kellie Marshall any
questions I m a y have about the research and m y participation
I understand that my participation in this research is voluntary, I am free to refuse to
participate and I a m free to withdraw from the research at any time. M y refusal to participate
or withdrawal of consent will not affect m y treatment in any w a y nor m y relationship with
associated services.
If I have any enquiries about the research, I can contact Kellie Marshall on 4226 7052 and
Frank Deane on 4221 4207 or if I have any concerns or complaints regarding the w a y the
research is or has been conducted, I can contact the Complaints Officer, H u m a n Research
Ethics Committee, University of Wollongong on 4221 4457.
By signing below I am indicating my consent to participate in the Dual Diagnosis Clinical
Audit conducted by Kellie Marshall as it has been described to m e in the information sheet
and in discussion with Kellie Marshall. I understand that the data collected from m y
participation will be used for the purpose of a report to be submitted to the Commonwealth
Department of Health and Ageing and m a y be used for a Masters of Clinical Psychology
Research Thesis with the potential for journal publication and I consent for this de-identified
information to be used in that manner.
Signed

Date

N a m e (please print)
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APPENDIX D
G P Audit Information Letter
Dual Diagnosis Clinical Audit
Illawarra Division of General Practice
Shoalhaven Division of General Practice
Illawarra Institute for Mental Health
Researchers: Professor Frank Deane Director of thp iiMH Ph-4^ 1 4207
Kellie Marshall Project Coordinator Dual Diagnosis Illawarra Division of
General practice Ph: 4226 7052
Funding Body: Commonwealth Department of Health and Aged Care, NSW State
Primary Mental Health Care Initiative- Stage 2
Thank you for agreeing to participate in the clinical audit designed to explore the role of
general practitioners in the identification and management of patients with mental health
and/or substance use disorders. This research is being conducted as part of a joint project
between the Illawarra Institute for Mental Health and the Illawarra and Shoalhaven Divisions
of General Practice funded under the N S W State Primary Mental Health Care Initiative Stage 2.
You are asked to fill in an audit sheet for 100 consecutive patients who are 18 years or older,
over a two week period. For each patient you will also be required to obtain consent to record
this information.
On completion, the de-identified patient data will be collected and analysed by the Dual
Diagnosis Project Coordinator Kellie Marshall. This information will then be summarised and
presented back to you.
The information collected will be published in several forms and will in no way personally
identify you, your practice, or your patients. The information will be published as part of a
report to be submitted to the Commonwealth Department of Health and the Aged as part of
the funding agreement for the G P Education in Dual Diagnosis Project. The information m a y
also form part of a Masters of Psychology research project by Kellie Marshall under the
supervision of Professor Frank Deane in the Department of Psychology at the University of
Wollongong. The findings m a y be published in scholarly journals.

Your participation in this research is voluntary, you are free to refuse to participate and you
are free to withdraw from the research at any time. Your refusal to participate or withdrawal
of consent will not affect your treatment in any w a y or your relationship with other associated
service providers.
If you would like to discuss this research further please contact Kellie Marshall on 42267052. If you have any inquires regarding the conduct of the research please contact the
Secretary of the University of Wollongong H u m a n Research Ethics Committee on 4221-4457
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APPENDIX E
Patient Audit Information Sheet
GP Education in Dual Diagnosis
Illawarra Institute for Mental Health
Illawarra Division of General Practice
Shoalhaven Division of General Practice
Researchers: Professor Frank Deane Director of the iiMH Ph:4221 4207
Kellie Marshall Project Coordinator Dual Diagnosis Illawarra Division
of General practice Ph: 4 2 2 6 7052
Funding Body: Commonwealth Department of Health and Aged Care, N S W State
Primary Mental Health Care Initiative- Stage 2

This research is being conducted as part of a joint project between the Illawarra Institute fo
Mental Health and the Illawarra and Shoalhaven Divisions of General Practice funded under
the N S W State Primary Mental Health Care Initiative - Stage 2. The purpose of the research
is to ascertain
Your General Practitioner is undertaking a Quality Assurance activity to help improve the
services provided to patients. This particular activity is about improving the identification and
management of mental health or substance use problems. A s part of this Quality Assurance
activity, after your visit, the G P will complete a brief checklist about your visit. The checklist
asks the G P to indicate things like, your gender, whether you are a regular patient at the
practice, whether the G P asked about specific problems you m a y be experiencing and whether
certain treatments were offered. N o names appear on the checklist and you will not be
identifiable in any way. The anonymous information will be analysed by a project officer
Kellie Marshall from the Illawarra Division of General Practice.
The information collected from today will be published in several forms. The information
produced will in no w a y personally identify you. Information from this quality assurance
activity will be published as part of a report to be submitted to the Commonwealth
Department of Health and Ageing as part of the funding agreement. The information m a y also
form part of a Master of Psychology research project by Kellie Marshall under the supervision
of Professor Frank Deane in the Department of Psychology at the University of Wollongong.
Findings from the research m a y be published in scholarly journals.

Your participation in this research is voluntary, you are free to refuse to participants and y
are free to withdraw from the research at any time. Your refusal to participate or withdrawal
of consent will not affect your treatment in any w a y or your relationship with your general
practitioner and other associated services
If you would like to discuss this research further please contact Kellie Marshall on 42267052. If you have any inquires regarding the conduct of the research please contact the
Secretary of the University of Wollongong H u m a n Research Ethics Committee on 4221-4457.
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APPENDIX F
Patient Audit Consent Form

Dear

Your General Practitioner is undertaking a Quality Assurance activity t
the services provided to patients.

This particular activity is about improving the identification and mana
mental health or substance use problems.

As part of this Quality Assurance activity, after your visit, the GP wi
brief checklist about your visit. The checklist asks the GP to indicate things like, your
gender, whether you are a regular patient at the practice, whether the GP asked about
specific problems you may be experiencing and whether certain treatments were
offered. N o names appear on the checklist and you will not be identifiable in any way.
The anonymous information will be analysed by a project officer Kellie Marshall
from the Illawarra Division of General Practice.
We ask your permission to collect this health information from your GP
purposes of:
(1) a Quality Assurance Activity for your GP
(2) The information will also be useful to help us understand whether
education and training related to improving the management of mental
health and substance use problems is helpful.
(3) The information will be provided to the Illawarra Division of General
Practice as part o this the disclosure of your health information by your GP
to Illawarra Division of General Practice for the purpose of this Quality
Assurance Activity and
(4) the disclosure of your health information by Illawarra Division of General
Practice to the University of Wollongong for the purpose of this Quality
Assurance Activity. The information collected from today will be
published in several forms but will in no way personally identify you.
Information from this process will be published as part of a report to be
submitted to the Commonwealth Department of Health and Ageing under
the funding agreement. The information may also form part of a Masters of
Psychology research project by Kellie Marshall under the supervision of
Professor Frank Deane in the Department of Psychology at the University
of Wollongong. As a result, de-identified findings from this quality
assurance activity may be published in scholarly journals.

The Illawarra Division of General Practice is administering the audit a
GP is currently participating in. It is intended that de-identified data will be collated
and given as feedback to your GP and other participating GPs

Patient Name:
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I understand that m y participation in the research is voluntary, I a m free to refuse to
participate and I a m free to withdraw from the research at any time. M y refusal to
participate or withdrawal of consent will not effect m y treatment in any w a y nor m y
relationship with m y General Practitioner and associated services.
If I have any enquiries about the research, I can contact Kellie Marshall on 4226 7052
and Frank Deane on 4221 4207 or if I have any concerns or complaints regarding the
way the research is or has been conducted, I can contact the Complaints Officer,
H u m a n Research Ethics Committee, University of Wollongong on 4221 4457.
I give/do not give m y permission for Illawarra Division of General Practice to
collecting m y de-identified health information and m y G P and Illawarra Division of
General Practice using and disclosing m y health information for the purposes
specified above.

Signed: Date:
If signing, I understand that no identifying patient information will be released to any
party not specified above without m y permission.
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APPENDIX G

P r e - W o r k s h o p Questionnaire
In order to be able to connect your pre and post-training workshop questionnaires please insert your name or create an
anonymous 6-digit code to by using you mother's initials (e.g. AB), your day (e.g. 01 to 31) and month (e.g. 01 to 12) of birth
Example: PB0603
Name or code
CPD No:
Date:
Gender : Male n Female a
25-34 yrs
35-44yrs
45-54yrs
55-64 yrs
65-74 yrs
>75yrs
Age;
•
a
n
a
a
a
For the purpose of this survey dual diagnosis refers to the coexistence of a mental health disorder, specifically depression or
anxiety, with a substance use disorder. The first set of questions relate to your opinions about training in general and the secon
set asks your opinions regarding the management of dual diagnosis.
Please read each item carefully and indicate how much you agree with each statement by ticking one response on the 5point scale provided.
Strongly
Somewhat Neutral Somewha Strongly
disagree
disagree
agree
t agree
3
1
2
4
5
•
D
D
•
a
1. When I'm involved in training sessions and I can't
understand something I get so frustrated I stop trying to
learn.
2. I am usually motivated to learn the skills emphasised in
training programs.
3. I am willing to invest effort to improve skills and
competencies just for the sake of learning.
4. I am willing to exert considerable effort in training
programs in order to improve m y skills.
D
D
•
a
o
3
•
5. I would like to improve m y skills.
3
•
•
6. I am willing to invest effort on m y personal time to
develop technical skills related to m y job.
7. Participating in training programs will help m y
professional development
8. Participating in training programs will help m e perform
my job better
9. Participating in training programs will result in having
to do extra work without being rewarded for it
10. Participating in training programs will help m e stay upto-date on new processes or procedures related to m y
job
11. I can generally do the work necessary to accomplish m y
goals in training courses or seminars.
12. I am confident that I can do well in training courses that
deal with information (e.g., facts, concepts, or ideas).
13. I am confident that I can do well in training courses
that deal with people skills (eg counselling, team work,
negotiating)
14. The skills and knowledge I have obtained by attending
a
training programs has been helpful in solving
work-related problems
15. Before I attend training programs I usually consider
how I will use the content of the program.
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16. I believe m y job performance will likely improve if I
use the knowledge and skills acquired in training
programs.
17. It is unrealistic to believe that mastering the content of
training programs can improve m y work productivity.
18. I a m usually able to use skills or knowledge acquired
in training programs in m y work
19. There are usually more problems than the trainers
realise in using training program content in m y daily
work activities.
20. Before I attend training programs I usually identify
particular problems or projects that I would like the
training to help m e with
21. I a m confident that I can motivate patients with a dual
diagnosis
22. I a m confident that I can use E P C items when caring
for dual diagnosis patients
23. I feel I can m a k e a difference with patients w h o have a
mental health and/or substance use disorder

Strongly
disagree
1

Somewhat
disagree
2

•

c

Neut
3

Somewha
t agree
4

•

How confident do you feel in each of the following aspects of dual diagnosis care?
Not at all confident
Not very confident
Moderately confident
1
2
3
24. Identification
a
a
a

25. Assessment

a

26.
27.
28.
29.

a
•
a
•

Counselling
Referral
Case Coordination
Physical Health needs

n

Very confident
4
•

a
a
n
a
•

Strongly
agree
5

•

c

a
•
•
•

•

a
a

%
30. Approximately what % of your patients have anxiety and/or depression PLUS a substance use problem

For the following questions please tick the response that best reflects your current practice.
Almost
Rarely
Occasionally
Never
D
31. In a patient experiencing substance abuse problems I ask
about mental health problems and vice versa?
32. I use specific tools and screening devices to assess both
mental health and substance abuse problems
33. I take on a coordination role in treating dual diagnosis
patients
34. I use Enhanced Primary Care items in m y management of
dual diagnosis patients
35. I use a network of mental health and drug and alcohol
support professionals to assist m e in working with dual
diagnosis patients

Regularly

Almost
Always
•

T H A N K Y O U for taking the time to complete this questionnaire

79

APPENDIX H
Post Workshop Questionnaire

border to be able to connect your pre and post-training workshop questionnaires please insert your name or cr
anonymous 6-digit code to by using you mother's initials (e.g. A B ) , your day (e.g. 01 to 31) and month (e.g. 01 to 12) of birth
Example: PB0603
Name or code
C P D Reference N o
Date of Meeting
N a m e of Profession if not a G P

In order for you to take advantage of the CPD Points allocated to this activity, please complete form and re
Convener.

Strongly
disagree
1

Somewhat
disagree
2

•

•

•

•

•

D
•

D

a
a

a
n

a
a

1. The workshops have motivated m e to learn more
about Dual Diagnosis
2. The workshops have motivated m e to want to use the
C D to learn more about dual diagnosis
3. I intend to use the C D to learn more about dual
diagnosis
4. I intend to apply in practice what I have learnt from
the workshop
5. The overall quality of the workshops was good
6. I a m confident that I can motivate patients with a
dual diagnosis
7. I a m confident that I can use E P C items when caring
for dual diagnosis patients
8. I feel I can make a difference with patients w h o have
a mental health and/or substance use disorder
9. I a m confident I can identify and assess patients with
a dual diagnosis
10. The cases demonstrated during the workshop session
provided relevant examples
11. The discussion of the cases helped m e understand the
concepts better
12. I intend to review the cases more closely after this
workshop.
Please circle one response only for each question
13. What percentage of patients presenting to general practice
will meet the diagnostic criteria for a mental disorder?
a. 4 0 %
b. 3 0 %
c 25%
d. 2 0 %
e. 1 0 %

a

Neutral Somewhat
agree
3
4

14. For which of the following must you include a
multidisciplinary team?
a.
b.
c.
d.
e.

E P C Case Conference
Mental Health Plan
Mental Health Assessment
All of the above
aandb

'you have a n y General C o m m e n t s a b o u t the w o r k s h o p s ?

T H A N K Y O U for completing this questionnaire
Please hand the form to the convener so that CPD points can be allocated
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Strongly
agree
5

APPENDIX I
General Practitioner Consent Form
GP Education in Dual Diagnosis
Researchers: Professor Frank Deane and Kellie Marshall

I have been given information about General Practitioner Education in D
discussed the research project with Kellie Marshall who is conducting this research as
a joint initiative between the Illawarra Institute for Mental Health and the Illawarra
and Shoalhaven Divisions of General Practice.

I understand that, if I consent to participate in this project I will b
pre and post training evaluation that assess factors such as knowledge, attitudes and
training motivation.
I have been advised of the potential risks and burdens associated with
which include issues of confidentiality and have had an opportunity to ask Kellie
Marshall any questions I may have about the research and my participation
I understand that my participation in this research is voluntary, I am
participate and I am free to withdraw from the research at any time. M y refusal to
participate or withdrawal of consent will not affect my treatment with in any way nor
my relationship with associated services.

If I have any enquiries about the research, I can contact Kellie Marsha
and Frank Deane on 4221 4207 or if I have any concerns or complaints regarding the
way the research is or has been conducted, I can contact the Complaints Officer,
Human Research Ethics Committee, University of Wollongong on 4221 4457.

By signing below I am indicating my consent to participate in the resea
Education in Dual Diagnosis, conducted by Frank Deane and Kellie Marshall as it has
been described to me in the information sheet and in discussion with Kellie Marshall.
I understand that the data collected from m y participation will be used for the purpose
of a report to be submitted to the Commonwealth Department of Health and Ageing
and may be used for a Masters of Clinical Psychology Research Thesis with the
potential for journal publication and I consent for it to be used in that manner.
Signed

Date

/

/

Name (please print)
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APPENDIX J
General Practitioner Information Sheet
GP Education in Dual Diagnosis Training Evaluation
Illawarra Division of General Practice
Shoalhaven Division of General Practice
Illawarra Institute for Mental Health
Researchers: Professor Frank Deane Director f the iiMH Ph:4221 4207
Kellie Marshall Project Coordinator Dual Diagnosis Illawarra Division of
General practice P h : 4 2 2 6 7 0 5 2
Funding Body: Commonwealth Department of Health and Aged Care, N S W State
Primary Mental Health Care Initiative- Stage 2
This research is being conducted as part of a joint project between the Illawarra Institute for
Mental Health and the Illawarra and Shoalhaven Divisions of General Practice funded under the
N S W State Primary Mental Health Care Initiative - Stage 2. The purpose of the research is to
evaluate the effectiveness of an interactive C D - R O M based learning package at improving
G P s identification, assessment and management of dual diagnosis. Dual diagnosis for the
purposes of this project refers to the coexistence of a mental disorder such as depression and
anxiety and a substance abuse disorder.
To determine the effectiveness of a dual diagnosis education resource the project will be
evaluating general practitioner knowledge, attitudes and motivation as they relate to caring for
patients with a dual diagnosis in general practice. The project will invite all G P s from the
Illawarra and Shoalhaven to participate in using the C D R O M package and to engage in the formal
evaluation.
The information collected from today will be published in several forms. The information
produced will in no w a y personally identify you, your practice or your patients. Information from
this research will be published as part of a report to be submitted to the Commonwealth
Department of Health and Aging as part of the funding agreement. The information m a y also form
part of a Master of Psychology research project by Kellie Marshall under the supervision of
Professor Frank Deane in the Department of Psychology at the University of Wollongong.
Findings from the research m a y be published in scholarly journals.

Your participation in this research is voluntary, you are free to refuse to participants and you a
free to withdraw from the research at any time. Your refusal to participate or withdrawal of
consent will not affect your treatment in any w a y or your relationship with other associated service
providers.

If you would like to discuss this research further please contact Kellie Marshall on 4226-7052. If
you have any inquires regarding the conduct of the research please contact the Secretary of the
University of Wollongong H u m a n Research Ethics Committee on 4221-4457.
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General practitioners' detection and management of patients with a
dual diagnosis: Implications for education and training
KELT IF, L. MARSHALL1 & FRANK P. DEANE2
l

IUawarra Division of General Practice, Wollongong and ^Department of Psychology and Illawarra Institute for Mental
Health, University of Wollongong, Australia

Abstract
General practitioners (GPs) are in a unique position to detect and manage patients with co-morbid mental health and substance
use disorders (dual diagnosis). It has been estimated that over 3 0 % cfpatients presenting to general practice have a diagnosable
mental disorder and 1 2 % have dual diagnosis. Unfortunately, between 30 and 5 0 % of these problems go undetected in general
practice. Limited G P education and training in mental health may account for this deficit, with a little over 8% of GPs receiving
any formal postgraduate training in mental health. Prior to developing an educational resource for GPs, the present study aimed
to establish baseline estimates of G P treatment practices with patients who have dual diagnosis. Two G P division-wide surveys of
screening, assessment and treatment for dual diagnosis were conducted one year apart In addition, five GPs conducted a clinical
audit o]'508 patient consultations. Results indicate that without ongoing targeted interventions, patient management activities
such as G P counselling, use of screening devices, referral to specialist services, coordination and use of E P C items are not likely to
improve and are at risk of declining. [Marshall K L , Deane FP. General practitioners' detection and management of
patients with a dual diagnosis: implications for education and training. Drug Alcohol Rev 2004;23:455-462]
Key words: anxiety, depression, dual diagnosis, general practice, substance abuse.

Please see print copy for the article in appendix K: Marshall, KL &
Deane, FP 2004, ‘General practitioners' detection and management of
patients with a dual diagnosis: implications for education and training’,
Drug and Alcohol Review, vol.23, pp455-462.
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APPENDIX L
Table of content for the Dual Diagnosis Education Resource
Identification

Identification

The Identification module addresses the skills that help you recognise the presence of a
dual disorder in patients w h o might present with physical complaints, This identification
process serves as a trigger for the more detailed assessment process.

JJSlait!

Jl i j £ & 5 l •

_j Final Copies

| g[)GP Education in... | ^DualDiagnosisID ^ . D u a l Diagnosis

jla^^

Assessment

_J*J

I Dual Diagnosis

Dual Diagnosi
Overview
Assessment pre-test
Assessment & dual diagnosis
©Patient presentation
Physical presentations
© Working alliance

Assessment
••••••••iBHH

Overview
The Assessment module explores and clarifies the assortment of clinical features of the
patient's presentation. This will help you determine a diagnosis that wJI guide treatment.
SEo_
m e llXl
brief questionnaires
andand
checklists
areare
included
in in this module to help facilitate the
checklists
included
nTitinnnairet
assessment process.

O Diagnostic conditions
Depression
Anxiety disorders
Psychosis
Personality disorders
Substance use disorders
© Monitoring
Assessing mental health
Mental health screening
Assessing substance use
Screening for substance us
Assessing interaction
© Suicide assessment
Readiness to change
Treatment approaches
Summary
Resources
References
Assessment post-tei

SB
Help

SStartJ

Jl M

0

1:51AM

O

>

Ii -^ Final Copes

| | ] GPEducatoii

MfflMJ.

Tools

li\ DuaPiagnosis [D:j | J.-I Dual Diagnom

l^a^^1

1:54AM
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Motivational Interviewing
I Dual Diagnosis

JJB

Dual Diagnosis
Ml pretest
© Motivational interviewing
Purpose and rationale
W h y use Ml?
© Steps

Motivational interviewing

It will often be the case that patients with mental health, substance use and even
physical conditions will be ambivalent about change. Motivational interviewing.
introduces you to the skills required to help identify h o w ready a patient Is to make
change and h o w to motivate those w h o are reluctant to change.

Motivation to change
Awareness of problem
Avoid confrontation
Handling resistance

© Strengthening commitment

Considerations

Help
; H Start | Jl li &

&

>

_ j Final Copies

| f[| GP Education in... | ^DuaPiagnosis H

! Notes

I Tools

| U • D u a l Diagnosis

I Quit

|1qs,^>£-

1:55AM

Referral
^LiiU

* ! Dual Diagnosis

Dual Diagnosi

Referral
Sr

Add Bcc^nark

||

Overview
The Referral module introduces you to effective referral practices that may help to
overcome barriers of accessing and communicating with other service providers.

HE
•u,,

••••^ff T°°is

Dual Diagnosis

S^^^l'

y ^
1:55AM
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Case Coordination

Dual Diagnosis

JuJXj

Dual Diagnosis

Case coordination
y

Overview
Case coordination nre-test
W h a t is case coordination?
Good practice guidelines
Importance
© Role of the GP

-:•! !?•:•:-ri:-.-!

Overview
The Case Coordination module provides Information that will help you make a decision
on whether you should refer the patient, manage some or all of ther conditions or adopt
a shared care approach. This module also provides you with additional resources to help
you facilitate coordinated care.

© Remuneration
Enhanced primary care
Mental health initiative
Information resources
© Treatment options
Psychological intervener
Training

Mental health specific
© Working with others

Monitoring
Resources
References
Case coordi

SB

Main M e n u
Help
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©

>
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I Tools
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